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ABSTRACT
Major changes to Australia’s mental health care system are currently underway. 
General Practitioners (GPs), are now being recognised in government policy as key 
players in the delivery of evidence-based treatment for high prevalence disorders. In 
response to government initiatives, a growing number of GPs are seeking training to 
deliver mental health treatment. Success of this reform is partly dependent on the 
effectiveness of this training, yet research on training models is lacking. With recent 
research suggesting that short-term cognitive behavioural therapy (CBT) training for 
GPs does not improve patient outcomes, it is timely to consider other training models.
This thesis investigates CBT group supervision as a potential GP training model. An 
initial pilot trial of CBT group supervision indicated that GPs’ confidence, knowledge 
and perceived skills in CBT, increased significantly over the supervision period. 
Patients’ depressive and anxious symptomatology also improved. Outcomes from this 
pilot study, and qualitative results from a focus group were used to devise a brief CBT 
(BCBT) group supervision program for the main trial that incorporated role-play and 
case-based discussion, targeting specific GP competencies in a structured format.
The main study investigated the effectiveness of this BCBT group supervision 
program, utilising a larger sample (6 GP groups; n = 32), a waitlist control, and a 
comprehensive battery o f measures, including ratings of GPs’ CBT skills by 
independent experts. Outcomes confirmed and extended results from the pilot trial. 
Significant improvements were found in GPs’ BCBT confidence, knowledge, skills,
XIV
and use of BCBT after supervision, when compared to changes in GPs during a control 
period. Depressive and anxious symptomatology reduced in some patients but not in 
others. Although GPs’ CBT skills improved to an advanced beginner’s level, it should 
be noted that these levels are still below competency levels demonstrated by clinical 
psychology trainees (at the end o f first year) who undergo a more extended program of 
training and education.
This research, the first comprehensive study of evidence-based training for GPs in 
Australia, demonstrates support for the efficacy of a BCBT group supervision 
program. If further research and extended application confirm our results, BCBT group 
supervision could be a potentially viable nationwide model. Outcomes are discussed 
with respect to current empirical knowledge on effective training paradigms, as well as 
implications for the larger mental health system.
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CHAPTER 1. INTRODUCTION: GENERAL PRACTITONERS ASSUME A 
KEY ROLE IN AUSTRALIAN MENTAL HEALTH CARE POLICY
2
1.1 GPs Are Recognised in Policy As Important To The Success Of Community-
Based Care
Australian GPs have traditionally received very little financial, educative or 
specialist support for their role as mental health care providers (Burdekin, 1993; Joint 
Consultative Committee, 1997). Over the last decade however, the landscape has 
changed dramatically, with GPs assuming a focal role in mental health care policy. 
Holmwood, Groom and Nicholson, in a comprehensive review on the evolving role of 
GPs in the mental health system, have postulated that this turnaround was driven by 
two major events: (a) the National Mental Health Strategy, and the (b) Burden of 
Disease studies (2001).
1,1.1 National Mental Health Policy
The transition from institutionalised to community-based care has not progressed 
smoothly in Australia (Burdekin, 1993). Poor co-operation between community 
services, and a lack o f government funding, has resulted in a system whereby access to 
quality mental health services is very limited (Burdekin, 1993; National Health 
Strategy, 1993). A National Mental Health Strategy, released in 1992, represented the 
first attempt by the government to set up a national framework for guiding mental 
health care reform The main focus of this strategy was to improve community-based 
mental health care (Australian Health Ministers, 1992).
Whilst the success of the National Mental Health Strategy has been the focus o f 
much debate (Freckelton & Loff, as cited in Mental Health Council Australia, 2005; 
National Mental Health Strategy Evaluation Steering Committee, 1997), one clear 
failing, identified in a evaluation of the policy five years later, was the exclusive focus
3
on “serious mental illness” (Australian Health Ministers, 1992, p. 8). Consumers 
reported that this focus had resulted in secondary and tertiary psychiatric services 
accepting patients with certain diagnoses only (e.g., psychotic disorders), rather than 
by the severity of the disorder (Holmwood et al., 2001; National Mental Health 
Strategy Evaluation Steering Committee, 1997). As a result, patients with depression 
and anxiety were, for the most part, being overlooked, with a substantial proportion 
seeking help from GPs (Holmwood et al., 2001).
1,1.2 Burden o f Disease Studies
Shortly after the release o f the National Mental Health Strategy, the significance of 
overlooking depression became clear (Holmwood et al., 2001). Global Burden of 
Disease studies revealed that the impact of depression and anxiety-related disorders on 
society -  both financially and emotionally - was far greater than previously estimated, 
and growing at an ominous rate (Murray & Lopez, 1996).
The Global Burden of Disease study (Murray & Lopez, 1996) represented a turning 
point in the understanding of measurement of disease. This study was groundbreaking 
in that it quantified the impact of disability and death on society. Previous studies had 
addressed prevalence or mortality rates only, which had not captured the burden of 
mental illness primarily caused by disability. The impact of a disease was calculated 
from a) the years of life lost through premature mortality, and b) the years lived with a 
disability. This equation provided researchers with a Disability-Adjusted Life Years 
(DALY) lost figure, with one DALY approximately equalling one lost year of healthy 
life. Based on the same methodology, an Australian Burden of Disease study followed
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soon thereafter, and in line with earlier global estimates, revealed that depression 
currently ranks fourth in terms of disease burden, and is expected to rise to second 
behind cardiovascular disease, by 2016 (Mathers, Vos, Stevenson & Begg, 2000; 
Murray & Lopez, 1996).
It is noteworthy that there was some question over the precision of the disability 
burden rate in these studies. Unlike the years of life lost due to mortality, which is 
fairly straightforward, the burden estimate is based on modelling from a number of 
sources including population health data collections, epidemiological studies, health 
service data and expert opinion (Mathers et al., 2000). Interactional effects between the 
risk factors may have also been underestimated, resulting in skewed results (Mathers et 
al., 2000). Notwithstanding these limitations, Burden of Disease studies exposed a 
huge unmet need in the community (Holmwood, 2001; Jackson-Bowers, Holmwood & 
McCabe, 2001).
As a consequence of these historical events, it was determined by policy-makers 
that GPs represented an integral component to mental health care, should community- 
based reform be a success (Holmwood et al., 2001). Henderson, Andrews and Hall 
(2000), in household interviews of 10,600 Australians, revealed that whilst the 
majority of people with common mental disorders had not accessed mental health 
services at all in the previous 12 months (65%), 29% had sought help from GPs (and 
7% Psychiatrists). This study highlighted that GPs were shouldering a large proportion 
of the burden from those who did not meet inclusion criteria, and those who did not 
want (or were unable) to access specialist mental health services.
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In response to the evaluation o f the first plan, the Second National Mental Health 
Strategy, released in 1998, placed an increased emphasis on supporting general 
practice psychiatry (Australian Health Care Ministers, 1998; Holmwood et al., 2001). 
Altogether a number of parallel initiatives -  the National Depression Initiative, the 
National Primary Mental Health Care Initiative, and the Better Outcomes in Mental 
Health Care Initiative (discussed further in 1.4) - emerged under the umbrella of the 
Second National Mental Health Strategy, all o f which aimed to ensure that GPs were 
supported in their role as mental health treatment providers (for an in depth discussion 
of initiatives see Holmwood et al., 2001). In essence, these initiatives were aimed at 
imparting (a) evidence-based mental health training, (b) adequate remuneration for 
treatment, and (c) better partnerships between GPs and specialist mental health 
workers. Many o f these initiatives are now underway.
1.2 Public Policy Focus Shifts to Supporting General Practice Psychiatry7
1.2.1 Summary
The first National Mental Health Strategy in Australia focused primarily on patients 
suffering from psychoses, leaving patients with depression and anxiety (also known as 
high prevalence disorders) to slip through the cracks or seek help from GPs. The 
seriousness of this oversight was highlighted when the Burden of Disease studies were 
released revealing the increasingly large burden of depression and anxiety on society. 
An evaluation of the National Strategy emphasized that it was GPs who were
Primary care psychiatry and general practice psychiatry have been used interchangeably in the 
literature to denote the provision o f psychological services in general practice. Primary care psychiatry 
is typically used (particularly in U.K. research) to refer to counsellors working in general practice. In 
Australia GPs (as well as allied health staff) will be delivering treatment in general practice. To avoid 
confusion the term general practice psychiatry will be used in this paper to refer to the delivery o f  
psychological treatment by GPs in the general practice setting.
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shouldering much of the responsibility for treating these disorders, and they were 
doing so without adequate support. This awareness created momentum in health policy 
towards supporting GPs financially, and with mental health training and specialist 
partnership, resulting in the introduction of a number of initiatives under the Second 
National Mental Health Strategy (Hickie & Groom, 2002; Holmwood et al., 2001).
1.3 Rationale for Mental Health Treatment in General Practice
The inadequacy of existing community mental health services to treat, care 
for, and support people with mental illness living in the community is 
disgraceful (Burdekin, 1993, p. 916).
When seeking specialist mental health services in Australia, consumers have typically 
had to either wait for access to a public or non-government organisation, or pay for 
private services (with partial recompense from Medicare for Psychiatrists only). In a 
study of 534 GPs in Australia, over half identified inadequate mental health services, 
and substantial waiting lists (Phongsavan, Ward, Oldernburg & Gordon, 1995). A 
discussion paper, by senior Clinical Psychologists in the New South Wales health 
system, concurred that only a small proportion of those with mental disorders were 
getting access to evidence-based treatments (Renner, Blasczynski, Raphael, Wooding 
& Roufeil, 2004).
1.3.1 World Health Organisation Recommends Development of Strong Primary 
Care Systems to Address Unmet Need
In addressing the growing unmet need and associated lack of service access, the
2 Primary Care has been defined as “the first point of access for people seeking health care” rHolmwnnrI 
et al., 2001, p. 14). tnoimwood
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World Health Organisation has encouraged better resourced countries to direct energy 
towards the development of robust primary mental health care services (Health 
Evidence Network, 2004). They posit that strong primary care and early intervention 
will increase access for all, and lessen the need for expensive specialist services.
Hickie and colleagues further argue that the Australian economy, by improving 
mental health care services, stands to save up to $4 billion annually (Hickie, Groom & 
Davenport, 2004). Andrews, Sanderson, Corry and Lapsley (2004) concur that the 
“...burden averted by current treatment and coverage....(averaged out over ten 
psychological disorders) is low” (13%; p. 532). However with provision of optimal 
treatment (evidence-based medicine) and optimal coverage (treatment available for 
those seeking help), up to 40% of the disease burden caused by psychological 
disorders could be avoided. Indeed if current coverage was maintained, but current 
treatment was substituted for an optimal level of evidence-based treatment, 20% of the 
burden could still be prevented. Both the U.K. and the U.S. have embraced primary 
care mental health delivery in general practice, however counsellors have generally 
delivered services rather than GPs (Jackson-Bowers et al., 2001). Australia appears to 
be unique in their targeting o f GPs for this role.
1.3.2 Sizeable GP Workforce Enables Greater Treatment Availability
The Psychiatrist workforce is clearly struggling to meet the growing need for 
mental health treatment in the community (Australia Medical Workforce Advisory 
Committee, 1999). A distinct shortage of Psychiatrists clearly exists in rural and 
remote regions o f Australia, and even in metropolitan areas, the majority of
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Psychiatrists work in private practice (Australia Medical Workforce Advisory 
Committee, 1999). Psychiatrists in private practice typically require the contribution o f 
substantial gap payments under Medicare, and patients remain on long waitlists for 
treatment (Australia Medical Workforce Advisory Committee, 1999). Furthermore 
private practitioners are not evenly distributed across urban areas, and areas with less 
private access do not receive extra public psychiatry assistance (Meadows, Singh, 
Burgess & Bobevski, 2002). In an Australian Medical Workforce Advisory Committee 
survey of Divisions of General Practice across Australia, approximately 45% 
considered access to psychiatry consultant and specialist services to be inadequate 
(1999). Likewise, 28 groups of consumers and carers nationwide indicated that with 
respect to public and private psychiatry services, 41-47% considered Psychiatrists to 
be in short supply (Australia Medical Workforce Advisory Committee, 1999).
Large numbers of GPs Australia wide are available to assist Psychiatrists in shared 
care arrangements (Australian Medical Workforce Advisory Committee, 2005). 
Holmwood and colleagues (2001) refer to shared care as a “loose term” to describe any 
number of collaborative relationships between GPs and Psychiatrists (p. 15). Shared 
care may comprise of GPs undertaking the treatment of less complex cases and 
referring or consulting in the case of more complex cases (also known as stepped care). 
Although the majority of current psychiatric consultations are already “de facto shared 
care” with GPs, the role undertaken by the GP is unclear (Meadows et al., 2002, p. 
210). It is envisaged that more shared care arrangements, wherein GPs are trained to 
diagnose and provide evidence-based treatments, would increase access for consumers 
to mental health care. Psychiatrists could see fewer patients overall and take up more
9
of an educative and consultative role (Blashki, Selzer, Judd, Hodkins & Ciechomski, 
2005).
1.3.3 Less Stigma Associated with Treatment in General Practice
Stigma, another barrier to accessing mental health treatment, can be overcome by 
offering treatment in general practice. Approximately two-thirds o f patients presenting 
in general practice feel uncomfortable about referral to Psychiatrists (Phongsavan et 
al., 1995).
In a National Mental Health Benchmark Survey, funded by the Royal Australian 
College o f General Practitioners, 1,014 people nationwide were randomly sampled. 
Participants were questioned by phone as to their first port o f call if they were 
suffering from depression. Fifty-nine percent of respondents said if they were 
depressed, they would initially call a GP, even before speaking to family and friends 
(Wirthlin Worldwide, 2001).
It has been suggested that the reason for the National Benchmark finding is that 
placing psychiatric care into the realm o f general practice is to normalise mental illness 
(Davies, 2001). Patients have often established long-term trusting relationships with 
their GP (Huibers, Beurskens, Bleijenberg & Van Schayck, 2005), and thus GPs are 
well placed to become a central point where patients can be seen, without a lengthy 
wait, for both physical and emotional problems (Davies, 2001). Though bulk billing 
through Medicare is declining, GPs also tend to present a comparatively cost effective
alternative.
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Whilst a convincing argument exists for GPs to engage in mental health treatment, 
there are some caveats. GPs have, historically, undertaken mental health care, but 
without adequate mental health knowledge or specialist support, resulting in sub­
optimal services (Huibers, et al., 2005). Improving training, specialist support and 
remuneration will prompt greater involvement of GPs, and heighten the quality of 
services provided, helping to allay some of the unmet need in the community for 
psychological treatment, particularly in rural areas with specialist shortages (Griffiths 
& Andrews, 1995; Morgan, et al., 1999).
1.4 Better Outcomes in Mental Health Care Initiative: Providing Financial and
Structural Support for Education and Delivery of General Practice Psychiatry
Whilst general practice psychiatry has been proposed as one part of the solution to 
access and equity issues in mental health care, limited GP training in psychological 
treatments, poor levels of specialist support and inadequate financial remuneration 
have acted as barriers to participation by GPs (Joint Consultative Committee [the 
Royal Australian College of GPs and the Royal Australian and New Zealand College 
of Psychiatrists], 1997).
The Better Outcomes in Mental Health Care initiative has attempted to address the 
major barriers of inadequate GP training, specialist support and remuneration 
(Committee for Incentives for Mental Health, 2001). The Federal Government 
originally allotted $120 million over a 4-year period, which was later increased and
expanded in the 2005 Commonwealth Budget (Royal Australian College o f General 
Practitioners, 2006).
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The population targeted for this initiative includes patients with a mental disorder 
who present in general practice. The Better Outcomes initiative aims to break down 
barriers to accessing primary care mental health services by providing adequate 
remuneration to GPs (20% more per person for longer consultations), quality training 
in the evidence-based management of mental health problems, and support from allied 
health professionals and Psychiatrists (Committee for Incentives for Mental Health, 
2001). From 2nd November 2002, appropriately trained GPs in Australia have been 
able to deliver time-limited, evidence-based, focused psychological strategies to 
patients, and receive remuneration for these services.
Four years into the Better Outcomes initiative, a “seachange” can be evidenced in 
Australia with many GPs upskilling in specific psychological therapies (Hickie, 
Groom, McGorry, Davenport & Luscombe, 2005, p. 403). As at September 2003, over 
3,000 GPs have joined the initiative, and completed level one familiarisation training; 
consisting of assessment, case planning and review. A further 400 have completed 
level 2 training in focused psychological strategies (20 hours training in cognitive 
behavioural strategies) for depression and anxiety-related disorders. These GPs are 
eligible to be paid under new item numbers in the Medicare Benefits Schedule scheme 
for the delivery of focused psychological strategies (Hickie, Pirkis, Blashki, Groom & 
Davenport, 2004).
Interestingly, in line with these initiatives, is evidence that the gap is narrowing 
between GPs historical preference for treating mental illness with medications and 
delivering psychological treatment. Indeed, GP behaviours are moving closer to patient
3 0009 03383994 0
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preferences, which have long been a predilection for therapy over medication 
(Highnet, Hickie & Davenport, 2002). Harrison & Britt (2004) conducted research in 
which two major studies of general practice activity were compared. The Bettering the 
Evaluation and Care of Health (BEACH) study examined the practice activity o f 1,000 
randomly sampled GPs nationwide (recruited from Health Insurance Commission 
data). GPs’ detailed 100 consultations on structured forms. Comparisons are made with 
data from the Australian Morbidity and Treatment Survey, in which 495 GPs are 
recruited in the same fashion as the BEACH study. GPs’ recorded one week of 
consultations at two separate time periods. The authors found that over the last decade, 
the rate of prescribing has grown minimally, yet in contrast the use of psychological 
treatments has doubled (Harrison & Britt, 2004). These studies are limited through the 
use of self-report data only.
Furthermore, Richards & colleagues (2004) contacted 52 Divisions of General 
Practice, each of whom distributed anonymous surveys to a representative sample of 
GPs in their area. Four hundred and twenty GPs returned the survey. Although this 
study was limited in that no checking mechanism was used to ensure the survey was 
distributed to a representative sample, they did find that GPs who undertook mental 
health training used psychological therapy more often than pharmaceuticals (Richard, 
Ryan, McCabe, Groom, & Hickie, 2004).
1.5 Summary
Australian GPs have a long history of providing treatment for mental health 
patients. However, it was not until the evaluation of the First National Mental Health
13
Strategy, and the introduction of the Burden of Disease studies in the 90’s, that policy 
makers became aware of the enormity of both (a) the growing unmet need in the 
community for psychological care, and (b) the substantial mental health workload GPs 
were managing.
There are many advantages associated with the delivery of mental health treatment 
in general practice. The sheer number of GPs (if trained adequately) enables greater 
access than that currently available. Stigma, a substantial barrier to accessing care, is 
also reduced by placing treatment in general practice. Furthermore, the availability of 
early intervention in primary care would translate into better care for the individual, as 
well as a reduction in financial burden on society.
The Better Outcomes initiative was introduced to enable adequate training, 
remuneration and specialist support for GPs. The present study focuses specifically on 
one aspect of this initiative, namely supporting GPs through the delivery of effective 
mental health training. The success o f this reform will be partially dependent on GPs 
being adequately trained in the delivery of evidence-based psychological therapy.
Many questions have been posed with regard to effective mental health training 
models. How should training be delivered? What model of training should be used? 
What therapy should be taught? Which mode of delivery is effective in improving 
therapy and patient outcomes? These questions are central to this research thesis and 
will be considered in chapter two.
14
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CHAPTER 2. MENTAL HEALTH TRAINING FOR GENERAL 
PRACTITIONERS: ARE GPS ADEQUATELY PREPARED TO DELIVER 
COGNITIVE BEHAVIOURAL THERAPY?
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2.1 Rationale for Training GPs in Cognitive Behavioural Therapy
Cognitive Behavioural Therapy (CBT) has emerged over the last decade as “one of 
the most dominant schools of therapy” (Rosenbaum & Ronen, 1998, p. 221), and is 
currently the major training paradigm adopted in clinical psychology programs 
Australia-wide. One of the reasons postulated for CBT’s popularity is that it is the 
most widely researched mode of psychotherapy, due to its “intellectual roots...in 
positivist epistemology” (Roth & Fonagy, 2005, p. 8).
Meta-analytic studies of depression and anxiety-related disorders (social phobia, 
generalised anxiety disorder, panic disorder with and without agoraphobia, specific 
phobia and obsessive-compulsive disorder) indicate that traditional CBT (typically 50 
minutes to 1 hour sessions over 12-20 sessions; Heatley, Ricketts & Forrest, 2005) is 
effective in the treatment of these disorders, and in the maintenance of gains over time 
(for an extensive review see Roth & Fonagy, 2005; Department of Health, 2001).
2.1.1 Training GPs for General Practice Psychiatry: Is CBT Effective in the Primary 
Care Setting?
Randomised controlled trials (RCTs), considered by many to be the “gold standard” 
of research, have provided strong support for CBT in primary care for depression and 
anxiety-related disorders (Anxiety studies: Clark et al., 1999; Craske, Maidenberg & 
Bystritsky, 1995; Power, Simpson, Swanson, & Wallace, 1990; Roy-Byrne et al., 
2006; Westling & Ost; 1999). Table 1 provides a succinct overview of the depression 
research in a format that enables a comparison of studies. A number o f these studies 
have also pointed to the long-term benefits of CBT in primary care, reporting gains
17
maintained at 12-month follow-up intervals (Miranda & Munoz, 1994; Ross & Scott, 
1985; Scott, Tacchi, Jones & Scott, 1997).
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Table 1
Overview and Critique of Studies Investigating the Impact of Cognitive Behavioural Therapy on Depression in Primary Care 
Settings
Study Research Design Assessment Outcomes M ajor Limitations
B lackburn, 
B ish op , G len, 
W h a lley  &  
C hristie  (19 8 1 ;  
U .K .)
RCT: 3 groups  
C o g n itiv e  therapy (C T ) vs.
C T  +  anti-depressants vs. A n ti-d ep ressants
P atients w ere  seen  e ith er in general practice  
or a hospital outpatient facility .
G roup Therapy -  tw ic e  per w e e k  for the  1st 3 
w k s, fo llo w e d  b y  o n ce  a w k  (hosp ita l group  
had an average o f  17 hours o f  therapy, GP  
patients had 13 hours- so m e  variation here). 
C lin ica l P sy c h o lo g is ts  d e livered  C BT.
N  =  64  (4 0  w ere  hosp ita l outpatients, 2 4  
from  general practice)
M ild  to m oderate ly  d ep ressed  hospita l 
outpatients
B e ck  D ep ressio n  In ven tory (B D I) >14
R ecruited  from  a hosp ita l outpatient c lin ic  
and a general p ractice c lin ic .
R eassessm en t o f  b aseline  
data every  2 w k s up to 20  
w eek s.
O bserver-rated and se lf ­
report
H am ilton R ating S ca le  for 
D epression
B eck  D epression  
In ventory
Irritability, D ep ression  
and A n x ie ty  S ca le
T he C T  and C om bination  T herapy groups 
w ere  superior to  anti-depressants alone.
G eneral Practice patients:
C T  and C om bination Therapy w ere  
superior to  anti-depressants alone. C T  and  
C om bination  Therapy w ere  not 
sig n ifica n tly  d ifferent in term s o f  patient 
im provem ent.
H ospita l outpatients:
C om bination  Therapy is  m ore e ffe c tiv e  
than CT, w h ich  is  m ore e ffe c tiv e  than 
anti-depressants (C T  is s lig h tly  better  
than drugs alone).
•  M ed ication  co m p lia n ce  not 
m onitored . D rug group m ay  h ave  
d on e less  w e ll b ecau se  o f  n on­
com p lian ce .
•  P atients not random ly a llo ca ted  to  
therapists. P atients in the  general 
practice group w ere  seen  b y  1 
therapist, and th o se  in outpatient 
group seen  b y  another. D ifferent 
resu lts m ay b e  due to  the  q u ality  o f  
therapist.
•  G P group con stitu tes a sm all 
sam p le , particularly w ith  o n ly  7 
patien ts r ec e iv in g  the  drug  
treatm ent, w h ich  m ay  have  
co m p ro m ised  pow er.
•  Independent raters w ere  not b lind  
(a ssesso rs  w ere  ab le  to  detect sid e-  
e ffe c ts  that w o u ld  not b e  present in  
C T  alone). M a y  h a v e  had b ia s for  
th e  superiority  o f  a certain  
treatm ent.
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Study Research Design Assessment Outcomes M ajor Limitations
T ea sd a le , RC T: 2  groups A sse sse d  at ou tset, after P atien ts r ec e iv in g  C B T  +  T A U  w ere • P ro b lem s a sso c ia te d  w ith  u s in g
F en n e l, H ibbert T reatm ent as U su a l (T A U - m ajority  o f  c a se s m ain  p h ase  o f  treatm ent s ig n if ica n tly  le s s  d ep ressed  in itia lly  than T A U :
&  A m ie s an ti-d ep ressan ts) vs. T A U  +  C T and 3 m onths later. T A U  (faster  rate o f  reco v ery ), h o w ev e r U n co n tro lled  a sp ec ts  to  T A U .
(1 9 8 4 ;  U .K ) b y  3 m on th s there w a s n o  d ifferen ce C on ten t o f  in terven tion s , drug
C T  - U p  to  2 0  1-hr in d iv idu al se ss io n s. Self-report: b e tw e en  groups (resu lt o f  c o n tin u in g p rescrib in g  p ractices and len gth  o f
(M ea n  =  15) T w ic e  w e e k ly  in itia lly , then B eck  D ep ression im p rovem en t in T A U  group). co n su lta tio n  can vary  con sid erab ly .
w e ek ly .
R an dom  a llo ca tio n  to  therapists.
In ven tory
• P atien ts in th e  C T  group lik e ly
A s se s se d  q u ality  o f  C B T  provided In terv iew er rated: r ec e iv e d  m ore atten tion  than the
D e liv e re d  b y  C lin ica l P sy c h o lo g is ts . T h e  M on tg o m ery  A sb erg T A U  group, h e n c e  in itial
D ep ressio n  S ca le * im p ro v em en t in th e  C T  group m a y
A  — 4 4 . R ecru ited  from  a num ber o f  hea lth h a v e  b een  due to  th is  n o n -sp e c if ic
cen tres. H am ilton  R ating S c a le  for  
D ep ression
factor.
M od erate  to  sev ere  range o f  dep ression • S a m p le  s iz e  is  r e la tiv e ly  sm all
B eck  D ep ress io n  In ven tory (B D I) ^ 0 U se d  b lind  ind ep en dent 
raters.
w h ic h  m a y  resu lt in  lo w  p ow er.
P atien ts in prim ary care in O xford sh ire
R o ss  &  S cott R C T : 4  G roups Participants a ssesse d  at 3 , B oth  G roup C B T  +  u su a l care and • B D I c u t-o ffs  fo r  r e la p se  w ere  le s s
(1 9 8 5 ) W a it- lis t  contro l group (that su b seq u en tly 6 , 9 , 12 m onths. In d iv idual C B T  +  u su a l care w ere str ingent than in  o th er  stu d ies.
r e c e iv e d  C B T ) su perior  to  u su a l care a lo n e  in  term s o f P a tien ts m a y  h a v e  b e e n  c o n sid e r ed
G roup C B T  +  usual G P care vs. Interview er-rated: patien t ou tcom es. r eco v ered  in  th is  stu d y  w h ils t  still
In d iv id u a l C B T  +  usual G P care vs. M o n tg o m ery - A sb erg sy m p tom atic .
U su a l C are D ep ressio n  sca le N o  d ifferen ce  b e tw e en  group and  
in d iv id u a l C B T  o u tco m es. • N o  r ec o v er y  criter ion  are g iv en .
In d iv id u a l C B T  -  12 4 5 -m in  se ss io n s  o ver  3 Institute o f  P sy ch ia try ’s
m on th s S o c ia l S tress and Support 64%  red u ction  in  B D I sc o r es  for C B T ; • P a tien ts m a y  h a v e  started at a  lo w e r
G roup C B T - 12 group se ss io n s  o f  1.5 hrs 
each .
In terv iew 13%  for w a itlist. le v e l  o f  d e p ress io n  than in  other  
stu d ies (B D I  > 1 4 ) .
D e liv e r e d  b y  S o c ia l W orker. Self-report:
B e ck  D ep ressio n
T reatm ent g a in s  m ain ta in ed  at 1 yr.
N =  51 In ven tory
B D I > 1 4 A sse sso r s  w ere  b lin d ed  to  
treatm ent cond ition .
R ecru ited  from  1 health  care  centre.
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Scott &  
F reem an  (1 9 9 2 ;  
U . K )
RCT: 4  G roups 
A n ti-d ep ressan ts vs.
C B T  vs.
S o c ia l W orker Care (S W C - co u n se llin g  and 
c a se  w ork) vs.
U su a l C a r e (U C ).
C B T  - 10  w e e k ly  1-hr appointm ents. S ocia l 
W ork C are -  average 13 appointm ents  
C B T  d e liv ered  b y  C lin ica l P sy ch o lo g ist.
N =  121
M ajor D ep ression
R eferrals from  14 prim ary care practices.
A ssessm en t at 0 , 4  and 16 
w eek s.
N u m b er o f  patients 
recovered .
L ength and co st o f  
therapist contact.
O bserver-rated:
H am ilton  R ating S ca le  for  
D ep ression
A ll 4  con d ition s im proved  d ep ressive  
sym p tom s at 4  m onths.
N o  sign ifican t d ifference  found b etw een  
C T  and other groups.
C T - H am ilton  depression  scores  
d ecreased  from  M =  18.3 at b aselin e  
dow n  to  M =  6 .70 .
P sy ch o lo g ica l treatm ents receiv ed  the  
h ig h est sa tisfaction  ratings from  patients.
•  It is  lik e ly  that ind ep en dent raters 
b eca m e aw are during th e  trial o f  
w h ich  con d ition  patien ts w ere  
assign ed . T herefore th e y  m a y  h ave  
had b iased  ex p ecta tio n s for so m e  
groups.
•  C o m p lia n ce  to  m ed ica tio n s  
m onitored  b y  se lf-rep ort on ly . 
C o m p lia n ce  e stim a tes m a y  b e  
problem atic .
•  R an dom isation  w a s  problem atic . 
38%  o f  patients r ec e iv in g  treatm ent 
from  S W ’s had H am ilton  sco res o f  
> 1 6 . In th e  G P group 73%  w ere  
> 1 6 . T hu s, the S W  G roup appeared  
to  b e  le s s  sev ere  overall. P lu s o n ly  
7%  o f  th e  C B T  group had a h istory  
o f  dep ression , th is  proportion w a s  
m uch h igh er in  other groups.
•  O n ly  1 therapist d e livered  each  
therapy h e ig h ten in g  lik e lih o o d  o f  
e ffe c ts  sp ec if ic  to  th e  in d iv idu al 
therapist.
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M irand a & R C T : 2  G rou ps B a se lin e , P ost- C B  group h ad  s ig n if ica n tly  m ore • W ith o u t an a c t iv e  co m p a r iso n  group
M u n o z  (1 9 9 4 ; C B T  P sy c h o e d u c a tio n a l C ou rse  vs. in terven tion , 6  m on th s, 1 red u ction s in  d ep r e ss iv e  sy m p to m s than it can  n o t b e  ru led  ou t that th e
U .S .) C on tro l yr- contro ls . su c c e s s  o f  C B T  m a y  b e  d u e  to  
atten tion  e ffe c ts  on ly .
C B T  C o u rse  -  2  hr se s s io n  w e e k ly  o v e r  8 
w k s.
S e l f  reports:- C on tin u ed  through to  1 year  fo llo w -u p .
• T h ere  w a s  n o  in d ep en d en t c lin ic a l
D e liv e r e d  b y  C lin ica l P sy c h o lo g is ts . B e c k  D ep ress io n S o m a tic  sy m p to m s a lso  d ecrea sed o b serv a tio n  o f  d e p r e ss iv e
Inventory, s ig n if ica n tly  com p ared  to  control. sy m p to m s, se lf-rep o rts  w e r e  u sed
N =  150
Item s from  som atisa tion M ain ta in ed  at 1 year.
on ly . R e su lts  m a y  h a v e  b e e n  
c o n fo u n d e d  b y  th e  n e e d  to  report
M in o r  d ep ression sc a le  in
H op k in s Sym p tom
o u tc o m es  p le a s in g  to  fac ilita tors.
S u b jects  recru ited  from  a range o f  prim ary  
ca re  p rovid ers
C h eck list
M ed ica l records:
B D I  > 1 8 N u m b er  o f  m e d ica l v is its
M y n o r s-W a llis , RC T: 3 G roups. B a se lin e , 6 and 12 w k s. P ro b le m -so lv in g  therapy and drug • Standard C lin ica l M a n a g em en t
G ath , L lo y d - P rob lem  S o lv in g  vs. therapy w e re  sig n if ica n tly  m ore e ffe c t iv e (S C M ) is  u n co n tro lled  (in  term s o f
T h o m a s, A n ti-d ep ressan t w ith  Standard C lin ica l In terv iew er rated: for d ep ression  than p laceb o . treatm ent g iv e n , therapist
T o m lin so n M a n a g em en t vs. characteristics and tim e  sp en t w ith
(1 9 9 5 ;  U .K ) D ru g  P la c eb o  w ith  Standard C lin ica l H am ilton  R ating S c a le  for N o  d ifferen ce  b e tw e en  D ru gs and patien t). T h e  SC M  d e liv e r ed  in  th e
M an agem en t. D ep ressio n P ro b le m -S o lv in g  Therapy. p la c eb o  group m a y  h a v e  b e e n  v e ry  
d ifferen t to  that in  the  a c tiv e
P ro b lem  so lv in g: 6 treatm ent se s s io n s  over  3 Self-report: A t 12 w e e k s  P ro b le m -so lv in g  -  60% in terven tion  group
m on th s (w k s  1 ,2 ,3 ,5 ,7 ,1 1 ). 1st se ss io n  w a s 6 0 B eck  D ep ression recovered ; D rugs -  52%  recovered ;
m in s, fo llo w in g  se ss io n s  w ere  3 0  m ins. In ven tory P la ceb o  -27%  recovered . • A d d itio n a l atten tion  in th e  C B T  +
M ean  therapy tim e  3 .5  hours.
S o c ia l A d justm ent S ca le
S C M  group m a y  a cco u n t for patient 
im provem ent.
D e liv e re d  b y  a 2 P sych iatrists and 2  G Ps 
w h o  h ad  rec e iv e d  tra in in g  in p rob lem - S elf-ra ted  sca le  for • It is  p o s s ib le  that o n ly  referred
so lv in g . M an u als w ere  used. p atien ts v ie w  o f  treatm ent. patien ts that th e y  th ou gh t w o u ld  
b e n e fit from  program  (e .g .
N = 9 \ m o tiv a ted ).
M ajor D ep ressio n
H am ilton  R ating  S c a le  for D ep ression  (1 3 + )  
P atien ts recru ited  from  15 G eneral P ractices
t
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Scott, T acch i, 
Jones &  Scott 
(1 9 9 7 ; U .K )
R C T : 2 G roups
B r ie f  C B T  +  T reatm ent A s U sual (T A U ) vs. 
T A U .
B C B T  - W eek ly  3 0 -m in  se ss io n s  over 6 w ks. 
Q u ality  o f  B C B T  a ssessed .
D eliv ered  by o n e  therapist w ith  postgraduate  
q u a lifica tion s in CT.
y v=  48
M ajor D ep ressiv e  D isorder B D I ^ 0  
Su b jects recruited from  11 general practices.
B aselin e, end o f  
intervention (w k  7), 3, 6 
and 12 m onths fo llow -u p .
Structured assessm en t -  
D SM -III-R ,
H am ilton R ating S ca le
Self-report:
B eck  D epression  
Inventory.
R edu ctions in d ep ressive  sym ptom s w ere  
superior for the C T + T A U  group over  
T A U , at 7 and 58  w e ek s (w h en  prem orbid  
n euroticism  w as factored in). A  trend for 
C B T + T A U  over T A U  w as noted at all 
data points.
B D I scores for depression  decreased  from  
a M =  2 9 .2  at B aselin e  dow n to  M  =  10 .0  
at w e ek  58.
S ig n ifica n tly  m ore participants in the C T  
+ T A U  group had recovered  at 7 w k s, 
w h en com pared to  T A U .
•  T h e C T  group received  m ore  
attention than the T A U  group; 
im p rovem en ts cou ld  be du e to this 
factor rather than the sp ec if ic  
m ech an ism s o f  CT.
•  T h is study relied  on T A U  b e in g  the  
sam e across th e  tw o  groups. 
W hether it is a s im ilar  intervention  
is  unknow n.
M y n o rs-W a llis , 
G ath, D ay, 
B aker (2 0 0 0 ;  
U .K )
RCT: 4  G roups
P ro b le m -so lv in g  treatm ent g iv en  b y  G P s (3  
G P s) vs.
P rob lem  so lv in g  treatm ent g iv en  b y  nu rses (2  
n u rses) vs.
A n ti-d ep ressan ts vs.
C om bination: M ed s +  P ro b lem -so lv in g  
(N u rse)
In p rob lem  so lv in g  groups: 6  treatm ents over  
12 w k s (w k s  1 ,2 ,3 ,5 ,7 ,1 1 ). 1st se ss io n  w a s 6 0  
m in s, fo llo w in g  se ss io n s  w ere  3 0  m ins. 
C om b in ed  group: 6  se ss io n s  for drug  
treatm ent and 6  for p rob lem  so lv in g
N -  116
M ajor D ep ression
H am ilton  R ating S c a le  for D ep ressio n  (1 3 + )
B a se lin e , 6  and 12 and 52  
w k s.
In terv iew er rated: 
H am ilton  R ating S c a le  for  
D ep ression
C lin ica l In terview  
S ch ed u le
Patient-rated:
B e ck  D ep ression  
Inventory
S o c ia l A d justm ent S ca le
A ll 4  groups dem onstrated decreases in 
d ep ressive  sym p tom s at 12 and 52  w eek s.
N o  d ifferen ces w ere  found h o w ev er  
b etw een  groups.
T w o-th ird s o f  patients w ere  fu lly  
recovered  at 1 yr (com p ared  to  27%  in 
p la ceb o  in study ab ove).
•  S a m e  w e a k n esse s  as in M ynors-  
W a llis , G ath, L loyd -T h om as, 
T o m lin so n , 1995  above.
•  T here w a s n o  control group, thus a 
proportion o f  recovered  patien ts had  
to  b e  com pared  to  p rev io u sly  
pu b lish ed  studies.
•  W ithout a control group it cannot b e  
sa id  th e se  treatm ents are better than  
n o  treatm ent at all.
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W ard, K in g , R C T : 3 G rou ps. U su a l C are vs. B a se lin e , 4  and 12 m on th s A t 4  m on th s C B T  and N o n -d ire c tiv e • O n ly  se lf-rep o rts  w e r e  u sed , se e
L lo y d , B o w e r , N o n -d ir e c tiv e  c o u n se llin g  v s . c o u n se llin g  B D I sco res w e re  sig n if ica n tly lim ita tio n s  a s  w ith  M iranda &
S ib b a ld , 
F arrelly , e t  al.
C B T  (c o u ld  a lso  se e  G P  as usu a l) S elf-reports: better than U su a l Care. M u n o z , 1 9 9 4 , s tu d y  ab o v e .
(2 0 0 0 ;  U .K ) C B T  -  m e a n  o f  5 5 0  m in  se ss io n s . B e c k  D ep ress io n N o  sig n ifica n t d ifferen ce  w a s e v id en t • Im p rovem en t in  th e  th erap y  grou p s
D e liv e r e d  b y  P sy c h o lo g is ts  u s in g  m anuals. In ven tory  (B D I) b e tw e en  th e  2  therapies. m a y  h a v e  b e e n  d u e  to  th e  ad d ition a l
C o u n se llin g  -  m ean  o f  6  5 0 -m in  se ss io n s  
(d e liv e re d  b y  accred ited  c o u n s e l lo r s ) . B r ie f  S ym p tom  In ven tory
atten tion  a lon e.
L a rg e-sca le  study: N =  197 w e re  ran d om ly S o c ia l A d ju stm en t S c a le
a ss ig n ed  to  treatm ent (3  w ay). 13 7  c h o se  
th e ir  treatm ent ( th o se  w ith  a strong  
p referen ce  w h o  w o u ld  o th erw ise  n ot have  
g o n e  ah ead  w ith  treatm ent). 130  w ere  
ra n d o m ised  b e tw e en  2  p sy c h o lo g ic a l  
therapies.
(m o d ified )
M ild  to  m o d era te ly  dep ressed . B D I ^ 4  
R ecru ited  from  2 6  G en eral P ractices
V in e s , 2  G roups: B a se lin e , 8 w e e k s  and S ig n ifica n t im p rovem en ts occu rred  in th e • G iv e n  su b jects  in th e  com p arison
R ichards, G en era l P ractice p atien ts w ith  “prim arily p ost in tervention  m easu res C B T  G roup across all m easures. group w e r e  referred  on  i f  th e y  had
T h o m so n , d ep ress io n  and/or a n x ie ty ” ( n  =  2 7 6 )  vs. w e re  co llected : h ig h  D A S S  or G H Q  sc o r es , th e
B rech m an - G en era l P ractice  p atien ts w ith ou t m ental T h e com parison  group, as e x p ected , did sa m p le  b e c a m e  a n o rm a tiv e  o n e
T o u ssa in t, h ea lth  p ro b lem s ( n  =  198; a tten d in g  sam e Self-reports: not s ig n if ica n tly  im p rove  across on ly . A s  su ch  it can  n ot b e  sa id  that
K lu in  &  V e s e ly surgery). m easures. A t the o u tset th e  sco res th e  treatm ent w a s better then  n o
(2 0 0 4 ; D ep ressio n  A n x ie ty  and b e tw e en  the 2 groups w ere  s ig n if ica n tly treatm ent at all for th o se  w ith  a
A u stra lia ) N o t ran d om ly  a ss ig n ed . S tress S ca le different; h o w ev e r  th is d ifferen ce  w a s not 
ev id en t at fo llo w -u p .
m en ta l illn e ss .
F irst seen  b y  G P then referred to  C lin ica l G eneral H ealth • P oor r esp o n se  rates for fo llo w -u p
P sy c h o lo g is t  for s ix  1-hr C B T  se ss io n s . Q u estion n aire q u estio n n a ires (66%  for  
in terven tion , 49%  for contro l
G P s referred  patien ts th ey  co n sid ered  to  h ave G en eral W e ll-B e in g  Index group).
m en ta l illn ess .
• U n c le a r  i f  p a tien ts w e r e  co n tin u in g
R ecru ited  from  9  reg ion a l general p ractices to  se e  G P s du rin g  treatm ent. M a y
and 2  rural general p ractices. h a v e  b een  e ffe c ts  d u e  to  ad d ition a l 
atten tion .
Study Research Design Assessment
C larke, Debar, R an dom ised  E ffectiv en ess Trial B a se lin e , 6 , 12, 2 6  and 52
L ynch, P o w ell, T reatm ent for D ep ressed  A d o lescen ts. w eek s.
G a le  O ’C onnor 2 G roups.
et al. (2 0 0 5 ; T reatm ent as usual +  SSR I ( n =  7 5 )  vs. B aselin e: B lin d  assessor
U .S .) T A U  +  SSR I +  B r ie f  C B T  ( n  =  77). adm inistered  K -S A D S  +
m ood  m odu le . At fo llo w -
C B T  treatm ent had 3 com ponents: up L ongitudinal In terview
1. 5 -9  60 -m in u te  se ss io n s  o f  acute phase  
ind ividu al C B T ,
F o llo w -u p  E valuation.
2. O n g o in g  C B T  therapist and prim ary care Interview ers rated youth:
consu ltation
3. B r ie f  te lep h o n e  contacts over 12 m onth
S ocia l A djustm ent Sca le ,
fo llo w -u p  (1 , 2, 3 , 5 , 7 , and 9 m onths). 
Separate m on th ly  inform ational parent
C h ild ren ’s G lobal 
A djustm ent S ca le
m eetin gs. Y ou th  Self-report: 
C entre for
D e liv ered  b y  M asters degree  lev e l E p id em io log ica l
P sy ch o lo g is ts . S tu d ies-D ep ression  S ca le  
(C E S -D )
N  =  152 H am ilton D epression  
R ating S ca le
M ajor d ep ressive  d isorder (K -S A D S )
Interview ers adm inistered:
R ecruited by search in g  H M O  m edical Short-form  12 -  d isab ility ,
records. p h ysica l health.
Parents: C h ild  B ehaviour  
C h eck list.
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Outcomes M ajor Limitations
A  w ea k  e ffect for B C B T  w as found over  
other group.
A  m arginal trend w a s found on the C E S - 
D ep ression  scale.
There w ere  few er  health care v is its  and 
m edication  d isp en ses in the B C B T  group.
T he C B T  ben efits w ere  m ain ly  seen  
b etw een  6  and 12 m onths fo llow -u p .
•  T h e C B T  +  SS R I e ffec t m ay h ave  
b een  w eak en ed  b y  greater non- 
co m p lia n ce  in SSR Is, than in the  
T A U  +  SSR I group.
•  T A U  +  SSR I con d ition  
dem onstrated greater than ex p ected  
im provem ent. T his m a y  b e w h y  
there are sm all d ifferen ces  
dem onstrated  b etw een  the  2 groups.
•  T e lep h o n e  adm inistration o f  K - 
S A D S  m a y  not h ave  b een  as 
reliab le  as fa ce-to -fa ce  
in terv iew in g .
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Highlights from Table 1 include a study by Scott and colleagues which closely 
approximates conditions found in general practice psychiatry (1997). Scott et al. 
conducted a RCT (N = 48) that compared depressed patients who received “treatment 
as usual”, with those who received treatment as usual and brief CBT (BCBT) for six­
weekly sessions (30 minutes each session). They found that those in the combined 
treatment as usual and BCBT group experienced a greater reduction in depressive 
symptomatology, and had maintained these gains at 12 months. This study was unique 
in that it included treatment as usual in both conditions, so that any differences could 
be more confidently attributed to BCBT.
Despite the weight of support for CBT in primary care settings, the majority o f 
research to date has been conducted outside Australia. Furthermore, most studies (with 
the exception o f Mynor-Wallis et al., 1995, 2000) involved the delivery of therapy by 
experienced therapists, typically Psychologists, rather than GPs. The current situation 
in Australia involves the delivery of therapy by relatively less experienced GPs, 
limited to a range of six sessions of 30-40 minutes duration. As such, the issue at hand 
is one of “therapist generalisation”: Do patients receiving brief CBT from GPs in 
primary care experience improved mental health outcomes?
2.1.2 CBT Delivered by GPs: Does it Work?
Although GPs have promoted the value of CBT in their work with patients (Pierce 
& Pearce, 2003), support for its use is near absent in the literature. Blashki and 
colleagues summarise that: “Research into (the) provision of psychological treatments 
by (Australian) GPs is urgently required....although the BOiMHC (Better Outcomes)
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initiative has precipitated mental health training of GPs on a scale not seen before, the 
evidence base is lagging behind” (Blashki, Hickie & Davenport, 2003, p. 24).
The only studies available that have addressed whether GP-delivered CBT has 
positive effects on patient outcomes, are the studies by Mynor-Wallis et al. that have 
examined problem-solving skills only (1995, 2000; outlined in Table 1), and a BCBT 
study conducted in the U.K. by King et al (2002). The problem-solving training studies 
(see Table 1), both conducted by the same group of researchers, reported favourable 
effects on depressed patients (Mynor-Wallis et al., 1995, 2000).
In contrast, a RCT of basic training in CBT and subsequent treatment (4.5 days) 
was conducted in the U.K, with 84 GPs and their patients (n = 272; King et al. 2002). 
This study found no difference in patients’ outcomes at 3 and 6 months (using the 
Beck Depression Inventory, Short-form-36, and State Trait Anxiety Inventory) after 
BCBT therapy. It is noteworthy that the high Hospital Anxiety Depression Scale 
threshold used in this study may have meant that GPs were seeing more complicated 
cases. Thus, more research needs to be conducted into GP-delivered CBT therapy, 
before conclusions can be generated.
2.1.3 Summary
CBT has been acknowledged in the literature as effective for the treatment of 
depression and anxiety in primary care. Indeed, the sheer magnitude o f research 
supporting CBT, particularly in the primary care arena, offers an inherent advantage 
over other alternative therapies such as Interpersonal Therapy (Roth & Fonagy, 2005)
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It is less clear however that treatment improves patient outcomes when delivered by 
GPs, as opposed to mental health specialists. Further research needs to be conducted to 
ascertain GP effectiveness in the delivery of CBT.
2.2 Do GPs Have Adequate CBT Skills to Deliver Effective Therapy?
There is widespread agreement amongst prominent researchers in this field that GPs 
need to improve their skills in managing common mental disorders (Blashki, Hickie et 
al., 2003; Burdekin, 1993; Hickie, 1999; Holmwood, 1998; Meadows, Liaw, Burgess, 
Bobevski & Fossey, 2001; Mental Illness Fellowship of Australia, 2002; Naismith, 
Hickie, Scott & Davenport, 2001; Phongsaven et al., 1995).
Research has indicated that whilst GPs’ CBT skills are variable, on the whole skills 
can be described as inadequate for current purposes. This conclusion is reached from 
the following considerations o f (a) the undergraduate and postgraduate CBT training 
GPs receive, (b) GPs’ perception o f the adequacy of their own CBT skills and (c) GPs’ 
practice rates of CBT .
2.2.1 Undergraduate and Postgraduate Training in CBT
The current status of GPs’ CBT knowledge and skill level in Australia is difficult to 
assess given the paucity o f literature available concerning psychiatry teaching within 
the undergraduate medical curriculum. An exception is the landmark study by 
O’Connor, Clarke and Presnell (1999), which ambitiously attempted to describe and 
quantify the psychiatric teaching in medical undergraduate courses in Australia and
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New Zealand. Class co-ordinators in twelve medical schools were asked to complete 
structured questionnaires.
As might be expected, results indicated that there is a great deal of variation in the 
type and amount of psychiatric education delivered to students. “The most active 
department had almost twice as many student contact hours as the most parsimonious” 
(p. 51). An average of 6 hours over the entire course (ranging from 5-15 hours) was 
spent on depression education, and 3.5 hours (ranging from 1-8 hours) on somatoform 
disorders, with anxiety related disorders unspecified. In relation to psychological 
therapies, counselling skills training commanded an average of 1.6 hours. CBT was 
taught for an average of 2.1 hours, with one school offering no tuition in this relevant 
area. No direct observation or supervision of skills was conducted.
Clinical placements or attachments account for 70% of the teaching time in 
medicine. They constitute a large component of training, yet it is difficult to evaluate 
teaching in these attachments. Seven of the twelve departments offered electives in 
psychiatry in these clinical attachments. One salient criticism of these electives is that 
students are commonly placed in acute adult psychiatry attachments wherein the 
problems seen do not bear any resemblance to those commonly presenting in primary 
care. O’Connor et al. (1999) noted “an excessive focus on public adult psychiatry 
brings with it a risk that students will graduate without substantial exposure to the 
mood disorders, anxiety disorders...that constitute the bulk of psychopathology 
encountered in the community” (p. 51). O’Connor and colleagues work is limited by 
the fact that while course time may be quantified, assessment of quality o f teaching is
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more elusive. On the whole though, the results demonstrate that mental health training, 
taught in undergraduate years, is variable and limited. Furthermore, this situation is not 
remedied in general practice postgraduate training (Joint Consultative Committee, 
1997).
2.2.2 GPs’ Perception o f the Adequacy o f their CBT Skills
Phongsavan and colleagues (1995) found that “...GPs are not unaware of the 
potential for improvement and are interested in acquiring specific skills, particularly 
counselling and diagnostic skills” (p. 141). Furthermore, in a recent survey, 29 GPs 
were asked to list diagnoses and management plans for 15 consecutive patients. They 
followed this with a rating of how well their undergraduate training had prepared them 
for the task. Two-thirds of GPs agreed that they would have benefited from more 
counselling training during medical school (Sahhar & O’Connor, 2004). This study 
was limited however by the amount of time that had lapsed between the completion of 
medical school and the commencement of this research (on average 10 years -  ranging 
up to 17 years). Thus, it is entirely possible that memory of counselling tuition in 
medical school had become somewhat skewed over the passage of time. Despite this, 
and the small sample size in this study, it is noteworthy that GPs did perceive their 
undergraduate training to be inadequate.
2.2.3 GPs’ Use o f CBT: Practice Rates as a Reflection o f Skills Adequacy
The use o f CBT amongst GPs, compared to other talking therapies, is another 
indicator o f GP’s self-efficacy in this therapy. Phongsaven and colleagues (1995) 
nominated a random sample o f 534 Australian GPs, and posted them a 10-page
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questionnaire regarding their practices. Almost half of the GPs surveyed considered 
mental health treatment to be listening to patient’s unstructured discourse. Only 27% 
of GPs in this study used CBT to treat emotional problems. It is noted that confidence 
in these conclusions is limited by the use of self-report data only - are GPs who 
indicate they are using CBT actually using CBT? More ominously, Hickie and 
colleagues found that evidence based treatments were delivered to a mere 12% of 
patients (N= 4,961; Hickie, Davenport, Naismith, et al., 2001).
2.2.4 Summary
Taken together these studies suggest that the majority o f GPs engaging in mental 
health treatment provide non-specific therapies, and do not typically use evidence- 
based treatments such as CBT (as required by the Better Outcomes initiative), that are 
more likely to improve the mental health of their patients. If GPs are to deliver quality 
treatment they will, on the whole, require further skills development in evidence-based 
therapy.
2.2.5 Under-recognition o f Common Psychological Disorders: Evidence Supporting 
the Need for Further Training in Assessment
The paucity of mental health training affects not only intervention but diagnostic 
skills. Hickie and colleagues (2001) conducted a cross-sectional national audit of the 
diagnostic accuracy of 386 GPs. Each GP provided a diagnosis for, on average, 157 
current patients. When researchers compared GPs diagnoses with data collected from 
patients, it was determined that under-recognition of common mental disorders in 
general practice is as high as 56% (Hickie, Davenport, Scott et al., 2001). Furthermore,
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it is possible that this figure may be an underestimate given GPs participating in this 
project may have been more attuned to the psychological status of their patient, 
compared to those not involved in a screening audit o f this type. One possible reason 
proffered as to why under-recognition by GPs is so high, is inadequate psychological 
interview and diagnostic skills. (Hickie, Davenport, Scott et al., 2001).
2.3 Summary
It is clear that CBT has strong empirical support for the treatment o f depression and 
anxiety in primary care. Moreover, CBT will be required for Medicare reimbursement 
under the Better Outcomes initiative, hence the importance o f considering GPs’ skills 
in CBT delivery. An examination of GPs tertiary training in CBT and practice rates has 
revealed that GPs are not adequately prepared for their role in the provision of CBT 
treatment. The strongest indicator of inadequate preparation comes from research 
revealing that GPs themselves have requested further training. Furthermore, research 
unveiling the number of patients with mental illness that go undetected by GPs, 
constitutes a timely reminder that, to have the best chance at success, GPs will require 
training in both the detection and evidence-based management of psychological 
disorders for effective community-based mental health care.
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CHAPTER 3. FEATURES OF SUCCESSFUL MENTAL HEALTH TRAINING
PROGRAMS
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3.1 Brief Mental Health Training Models for GPs Inadequate for Effecting
Change
Available research has indicated that short-term CBT training for GPs is not 
sufficient in itself to improve outcomes in patients with depression (King et al., 2002). 
The King et al. study (discussed earlier in section 2.1.2), a RCT measuring the effect of 
four and a half days of CBT training on GPs and their patients, did not reveal 
significant outcomes (2002). GPs’ CBT knowledge and attitudes towards treatment 
(using the Depression Attitude Questionnaire, and a test of CBT knowledge and 
confidence in its application), showed no significant differences between baseline and 
6 months after training; and patient outcomes - measured at 3 and 6 months - were 
similarly unchanged. The authors concluded that “our finding of no benefit is 
important as it suggests that acquiring more complex skills in CBT is not 
straightforward for GPs....” (King et al., 2002, p. 949).
In contrast, Australian researchers examining another short-term training project, 
CBT (SPHERE) seminars for GPs, have reported that GPs’ perceived an improvement 
in their confidence and skills following brief training (Morgan et al., 1999). Training 
consisted of 3 weekly sessions, followed by a booster session 6-8 weeks later. This 
finding is weakened substantially however by the reliance on subjective data. 
Subjectively perceived ratings of knowledge and skill in GPs have been shown to be 
poorly correlated with actual knowledge and skills (Giarrantano, 2005; Tracey, Arroll, 
Richmond & Barham, 1997). An objective skills assessment and patient outcome data 
is clearly needed. Morgan and colleagues qualified that their seminars represented an 
initial step only in CBT training for GPs, and that “...further skills development will
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depend on GPs actively engaging with the relevant clinical supervision...” (1999, p. 
327-8).
3.1.1 What are the Characteristics Associated with Successful Mental Health 
Training Programs for GPs?
An explanation for the negative findings associated with short-term CBT training 
initiatives, can be found in reviews o f the educational literature, which isolate the 
salient ingredients o f effective mental health training. A number o f literature reviews 
have been conducted that underline strategies for optimal training (Blashki, Jolly, 
Piterman & Gunn, 2003; Hodges, Inch, & Silver, 2001; Kroenke, Taylor-Vaisey, 
Dietrich & Oxman, 2000). See Table 2 for an overview of these strategies.
O f particular interest is the comprehensive review by Hodges and colleagues, of 
over 400 articles, which identified several factors as important in the provision o f GP 
mental health education programs (see Table 2; 2001). Shortcomings of the Hodges et 
al. article are acknowledged by the authors who state that “there remain few 
methodologically sophisticated studies” in this field (p. 18). Indeed, a number o f the 
articles in the review appraising medical education activities are based on satisfaction 
ratings only.
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Table 2
Im portant Features in the Provision of Mental Health Education Programs for
GPs
Ingredients for Successful Mental Health Training:-
• Significant changes in clinical practice and patient outcomes are effected 
through the implementation of longer educational programs (not just short 
courses). There is a need to repeat information over time to ensure 
consolidation of learning (Hodges et al., 2001).
• Optimal learning occurs if education sessions are followed by teacher-learner 
relationships, such as mentor-type relationships (Hodges et al., 2001).
• Lectures alone do not effect change (Blashki, Jolly, et al., 2003 - review 
comprised 3 trials only). Learning must be either interactive e.g., video- 
modelling, case-based learning (Hodges et al., 2001), or a combination of 
didactic and interactive e.g., case discussions (Blashki, Jolly, et al., 2003).
• All learning needs to be related to clinical practice as much as possible - 
actual patients in actual settings (Hodges et al., 2001). GPs should be able to 
present questions from their current practice, e.g. case presentations (Blashki, 
Jolly et al., 2003).
• Skills learning will only take place through repeated rehearsal of skills 
(Blashki, Jolly et al., 2003; Hodges et al., 2001)
• Competing demands in general practice, such as overlapping medical 
conditions and limited time, should be considered (Kroenke et al., 2000).
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Ingredients for Successful M ental Health Training:-
• Attitudinal barriers to mental health treatment should be considered in course 
planning (Hodges et al., 2001).
• Course planning needs to involve GPs who can help to determine context­
relevant course content (Hodges et al., 2001).
• Learning objectives for education need to be set collaboratively between the 
facilitator and the physicians participating in the group. Skills objectives, in 
addition to knowledge and attitudinal objectives should be determined (these 
objectives require role-play and are frequently omitted; Hodges et al., 2001).
3.1.1.1 A ttitudinal barriers and training success
Hodges & colleagues highlighted the important relationship between GP’s attitudes 
towards mental health treatment and training success (2001). Most of the research on 
GP attitudes towards mental illness has been conducted with depression (Dowrick, 
Gask, Perry, Dixon & Usherwood, 2000; Richards et al., 2004). A postal survey, 
investigating the attitudes of 98 GPs, using the Depression Attitude Questionnaire, has 
shown that negative attitudes towards depression can affect GP behaviour towards 
patients (Botega, Mann, Blizard & Wilkinson, 1992).
To illustrate further, Botega and colleagues explained that GPs’ attitudes towards 
depression can be classified under three broad categories (1992). The first group of 
GPs (n = 22) had sympathetic views o f depression and positive beliefs about 
psychological therapy, believing it to be effective. They were more likely to engage in
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treatment than prescribe anti-depressants. The second group (n = 26) believed that 
mental illness was organic, and thus were more likely to prescribe medication as the 
sole treatment. The third group (n = 22) did not find engaging in psychological therapy 
rewarding. They did not believe they could help and lacked knowledge about 
depression. They avoided treatment by referring on to specialist care (Botega et al., 
1992). Therefore negative attitudes concerning (a) depression in itself (is it treatable or 
inevitable?), and (b) confidence in providing treatment (typically due to a lack o f 
knowledge and skills), are likely, if  present, to constitute significant barriers to 
engagement in treatment. Training programs need to address these barriers throughout 
program development.
Patients may also hold attitudes that constitute barriers (Meadows et al., 2001), and 
GPs need to be prepared for this eventuation during training. Evidence has revealed 
that patients do not view GPs as qualified to deliver mental health treatment (Wirthlin 
Worldwide Australasia, 2001). It seems that patients are comfortable with GPs 
providing information and referral (first port of call), but far less secure with the 
provision of treatment (Wirthlin Worldwide Australasia, 2001). Meadows and 
colleagues (2001) concur that when people seek counselling there is a high likelihood 
that they will consult other providers in place of, or in addition to a GP (2001). Given 
that research indicates a link between expectations and positive treatment outcomes, 
this scepticism may be problematic (Sotsky et al., 1991). GPs may need to be 
instructed to outline their further training to patients, and explicitly seek informed 
consent for psychological treatment to overcome these barriers (Blashki, Parsons, 
Morgan, Hickie & Davenport, 2003).
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Hodges et al (2001) outlines a clear need for the provision of an ongoing, context­
relevant, interactive training model in order to optimise learning; brief didactic training 
is simply not adequate to effect change. Yet current educational strategies in Australia 
appear to neglect long-term training. Additionally, the authors highlight the need for 
structured skills-based training. They recommend that medical practitioners receive 
training via methods appropriate for skills development, for example role-play with 
observer feedback, and video-tape review and feedback. Recent research has further 
highlighted the benefits o f using multi-faceted interventions that include: GP training, 
supervision, and provision of GP and patient manuals (Blashki, Jolly, et al., 2003; 
Davis, 1998; Katon et al., 1996; Kroenke et al., 2000).
3.2 Summary
The educational literature provides valuable insight into aspects o f program design 
that contribute to successful mental health training outcomes. It appears that brief 
training, particularly o f a didactic nature, is unlikely to have a significant impact on 
GPs’ skills and knowledge levels. Identified features o f successful mental health 
training programs include a longitudinal program that is skills-based, interactive and 
contextually relevant. Supervision is proposed as one model o f training that 
incorporates many o f the identified features of effective training. Chapters 4 and 5 
investigate the effects o f clinical supervision further.
3.1.1.2 Highlighting the importance o f longitudinal skills-based training
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CHAPTER 4. THE RESTORATIVE BENEFITS OF CLINICAL SUPERVISION
42
4.1 Iatrogenic Effects of GP Delivery of Mental Health Services
A commonly observed problem experienced by mental health workers is the 
psychological stress associated with frequent exposure to others’ distress. Often 
referred to as “burnout”, it has been defined as: “a state o f physical, emotional and 
mental exhaustion that results from long-term involvement in work situations that are 
emotionally draining” (Schaufeli & Greenglass, 2001, p. 501).
Research has uncovered a three factor structure o f burnout which includes 
emotional exhaustion, cynicism (depersonalisation) and inefficacy (reduced personal 
accomplishment; Maslach, Schaufeli & Leiter, 2001). It has been estimated that up to 
one-third of physicians suffer from feelings o f depersonalisation, low accomplishment 
and exhaustion (Grassi & Magnani, 2000).
A meta-analysis by Lee & Ashcroft (1996) sheds some light on variables strongly 
related to emotional exhaustion. Focusing on social and organisational factors, they 
revealed that role conflict (conflicting demands), time pressures, workload, role stress 
and stressful events (for e.g., severity o f patient problems) are all significantly 
associated with mental exhaustion. These findings are consistent with Australian 
research in which GPs nominated time pressures, too much to do, paperwork and 
interruption on family life, as crucial stressors (Schattner & Coman, 1998). 
Phongsavan and colleagues (1995) found that almost half o f the GPs they surveyed 
agreed they had little time to spend on counselling. Researchers have further noted that 
constant interruptions in the general practice environment create challenges for the 
delivery o f psychqlogical treatment (Cockram et al., 2002).
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Zapf and colleagues (2001) identified an additional risk factor for burnout, defined 
as “emotion work” (Zapf, Seifert, Schmutte, Mertini & Holz, 2001, p. 541). They refer 
to the work of Gofffnan (1959, as cited in Zapf et al., 2001) who postulated that health 
care professionals adhere to normative expectations that they adopt a certain role, and 
with that role comes rules for the appropriate demonstration of emotion. Emotion 
work is the need to express or suppress emotions as part o f a professional identity.
“Emotion work was predictive o f all burnout variables....Emotion work variables 
were able to explain additional variance on top of task, organisational and social 
stressors” (Zapf et al., 2001, p. 541). Zapf and colleagues found that emotional 
dissonance or the need to express oneself in a certain way, and to be empathic when 
this is not genuinely felt, is predictive o f emotional exhaustion. Further, they noted that 
another factor predictive o f depersonalisation is the degree o f concentration needed by 
the health care worker.
The effect o f emotional suppression is aptly illustrated in a study by Bakker and 
colleagues (Bakker, Schaufeli, Sixma, Bosveld & Van Dierendonck, 2000). Using a 
longitudinal design, they followed 207 GPs over a 5-year period, and found that 
ongoing contact with demanding patients was one variable that leads to emotional 
exhaustion. Interestingly, the moderator for emotional exhaustion was related to the 
perception o f reciprocity. Equity theory posits that people have an intrinsic need to 
have a good balance between investment in a relationship and outcome. GPs invest 
clinical time and emotional effort into a relationship, and in return they expect some 
reciprocity, typically in the form of appreciation and thanks. When thanks is not
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forthcoming a perception o f inequity exists, which causes psychological distress that 
can lead to burnout (Bakker et a l, 2000).
As GPs increasingly engage in lengthier CBT interventions that necessitate an 
empathic, collaborative therapeutic approach, it can be extrapolated that they will be 
increasing their ratio o f emotion work, thus placing them at a greater risk o f burnout. It 
can be argued that a high level o f emotion work is required in the practice o f CBT for 
two main reasons:
1. Research has consistently demonstrated that therapeutic rapport is a necessary 
condition for the success o f psychological therapies (Orlinsky & Howard, 1986). 
Thus, practitioners engaging in therapy need to continually place emphasis on 
communicating empathically with unconditional positive regard (increasing ratio 
o f emotion work), in a bid to develop all important rapport. The intimacy o f 
therapeutic relationships may translate into greater pressure on GPs to suppress 
emotions.
2. A collaborative approach in CBT is underpinned by the Beckian philosophy that a 
patient most effectively increases self-awareness via a series o f guided questioning 
(Socratic questioning), as opposed to direct instruction, the model typically used in 
general practice (Rollnick, Mason & Butler, 1999). This guided questioning 
requires patience and self-restraint, as a patient is guided to discover factors 
maintaining their pathology.
4.1.1 Summary
' The research clearly indicates that GPs will be under additional pressure if they are
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to undertake more mental health treatment, particularly given the increased ratio of 
emotion work; a factor that contributes significantly to emotional exhaustion. This 
raises the issue of the current status o f GPs’ mental health.
4.2 Current Mental Health Status of General Practitioners in Australia
How are GPs currently managing their own self-care? Not well, according to two 
major Australian reports that have reviewed GPs’ mental health status: “Doctor’s 
Health in the Australian Context” by the Royal Australian College o f GPs Victoria 
Doctors’ Health Project (2000); and the “New South Wales (NSW) Doctor’s Mental 
Health Program” by the NSW Doctor’s Mental Health Implementation Committee 
(1999). These literature reviews have revealed that GPs experience higher rates o f 
depression, anxiety and substance abuse than can be found in the general population. It 
has also been found that GPs deny illness, often viewing it as a weakness, delay 
seeking help (Rogers, 1998), and do not have a GP of their own (Kay, Mitchell & Del 
Mar, 2004).
It is noteworthy that the conclusions reached by these two major reports are limited 
in that they have relied on (a) overseas literature which may not be o f relevance in the 
Australian context (particularly the NSW Doctor’s Mental Health Implementation 
Committee, 1999), and (b) a small pool o f empirical literature. Furthermore, the 
absence of a section describing inclusion and exclusion criteria for reviewed papers 
made it difficult to ascertain the quality o f the research. Indeed, the Victorian report 
concluded that depression was high without providing accompanying references, 
rendering it impossible to judge the accuracy o f this conclusion.
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4.2.1 GPs and Emotional Disorders: Australian Studies
It appears that empirical evidence o f a heightened prevalence o f emotional 
disorders in Australian GPs can be derived from two studies only. The first, a postal 
survey o f 2,564 GPs, revealed that 18% of GPs reported suffering from emotional 
disorders (Pullen, Lonie, Lyle, Cam & Doughty, 1995). The second, by Schattner and 
Coman (1998) investigating a sample o f 464 GPs, was more ominous. They revealed 
that 30% of GPs reported having mild psychiatric symptoms, with another 13% 
reporting severe psychiatric disturbance. The main limitation o f these studies is that 
they have both been self-report postal surveys. Symptoms may have been inflated or 
underreported without objective confirmation. The more clinically distressed GPs may 
have been motivated to answer the questionnaire, or alternatively the overly stressed 
GPs may have elected to avoid the study. Either way, if this were the case, the figures 
would constitute an inaccurate representation o f emotional disorders in the GP 
population. Another weakness might be the use o f the General Health Questionnaire, 
which detractors argue is overly sensitive (Hickie, Davenport, Scott et al., 2001).
4.2.2 Summary
Reflecting on morbidity research with GPs, it appears that already a significant 
proportion o f the GP population are struggling to deal with stressors they face within 
their profession. The addition o f more emotion work is likely to predispose GPs to 
greater mental health issues.
4.3 Protecting GPs from Burnout: A Case for Social Support
Although there are numerous studies outlining the risk factors for burnout, very few
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have actually evaluated strategies that can be used to moderate stress (Chew & 
Williams, 2001). Whilst systemic interventions are undoubtedly needed (Holmwood, 
1998), the majority o f available literature has focused on the role of the individual in 
preventing burnout (Maslach et al., 2001).
In order to combat burnout and emotional exhaustion, Davies (2001) in a manual 
that accompanied the National Mental Health Strategy, has suggested that GPs seek 
support among peers who are cognisant of the types o f problems they face. This 
manual however is limited by an absence of references accompanying 
recommendations. Further to this, a study reported by Schattner (1998) found that 
“talking about stressful events with family and friends” was already the most 
commonly used coping strategy for stress amongst Australian GPs (p. 994). 
Unfortunately, this paper was also limited by a failure to clarify the sample size and 
procedures used in the study. A comprehensive review by leading researchers in this 
area, affirmed Schattner and Davies’ conclusions, by providing support for the 
assertion that social support alleviates burnout (Schauefeli & Greenglass, 2001). The 
underlying premise is that social support lessens the effects o f stress, providing 
protection against mental health problems (Brannon & Feist, 1992).
According to the Schaufeli & Greenglass review, three types o f social support that 
impact on burnout have been identified in the research: (a) informational support (for 
e.g., when to schedule appointments for mental health patients), (b) instrumental 
support (for e.g., practical support; role-playing CBT techniques and receiving 
coaching from experts), and (c) emotional or morale boosting support (2001). Results
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are conflicting however as to which type of social support (or perhaps a combination) 
is important in alleviating stress (Greenglass, Burke & Konarski, 1998). Given that low 
morale has been identified as a significant problem for Australian GPs (Chew & 
Williams, 2001), there is an expectation that the emotional benefits o f social support 
may be useful in this context.
4.4 Group Supervision: Providing GPs with Support and Protection Against
Burnout
Supervision has been posited as a formal support mechanism for people working 
within human service professions (Spence, Kavanagh et al., 2001). A review o f the 
research on supervision, and its impact on burnout and job satisfaction, presents mixed 
findings, with outcomes slightly in support o f a positive effect o f supervision (see 
Table 3). Hence, it can be tentatively concluded from this review that supervision does 
have a favourable impact on burnout and job satisfaction (Kavanagh et al., 2003). 
Spence and colleagues speculate that the lack o f clear cut findings may be due to the 
fact that more than one contributor to burnout and job satisfaction exists (Spence, 
Wilson et al., 2001). Undoubtedly, more research needs to be conducted in this area 
(Kavanagh et al., 2003). The overwhelming majority o f research has been carried out 
on small sample sizes in one geographical region. Notably, there is an absence o f 
empirical research examining the relationship between supervision and burnout within 
the GP population. Despite this, many GPs around Australia have formed peer review 
groups which constitute evidence for the value o f this form o f social support (Jackson- 
Bowers & Holmwood, 2001).
Table 3
Empirical Studies Investigating Supervision and Protection Against Burnout in Mental Health Staff
Study Design Assessment Outcome Limitations
H a llb erg  &  N o rb erg  
(1 9 9 3 ;  S w ed en )
N u r se s  in  2  d em en tia  w ards at a 
S w e d ish  h osp ita l.
E xp lorin g:
1. W h eth er  su p erv isio n  
ch a n g e s  th e  w a y  nu rses  
v ie w  their  patients.
2 . D o e s  su p erv is io n  ch a n g e  
n u rses’ e m o tio n a l  
r esp o n ses?
S y s te m a tic  c lin ica l su p erv isio n  
+  su p e rv ise d  im p lem en ta tio n  o f  
in d iv id u a lise d  care  
(d e v e lo p m en t o f  care  p lan s) vs. 
C on tro l w ard
In terven tion  group ( n  = 1 9 )
C on tro l w ard  ( n  = 1 9 )
In terven tion  ran o ver  12 
m on th s.
F or 1st 6  m th s su p erv isio n  h eld  
o n c e  e v er y  3 w k s. N e x t  6 m ths 
o n c e  e v er y  oth er  w k. (1 .5 -2 h r  
su p erv isio n  se ss io n s) .
A s se s se d  at B a se lin e , 6  m ths  
and 12 m ths
E m otion a l R ea ctio n s in  
N u rs in g  C are S c a le  (21  
sta tem en ts on  patien t  
ch aracteristics)
Strain  in N u rs in g  Care S ca le
In terven tion  group had  a r ed u ced  
e x p e r ien ce  o f  strain.
P atien ts  w ilfu ln e ss , em p tin e ss  and a g o n y  
w a s ea sier  to  h an d le  for th e  group a tten d in g  
su p erv ision . T h ey  v ie w e d  their  p atien ts as  
m ore resp o n siv e .
A lso  im p roved  in th e  in terven tion  group  
w e r e  fe e lin g s  o f  d ev o tio n  tow ard s the  
patient.
C ontrol group dem on strated  n o  s ig n ifica n t  
ch a n g es  in v ie w  o f  patients.
S ig n if ica n t d iffe re n c es  b e tw e en  the  2  
groups w ere  ev id en t for im p roved  fe e lin g s  
o f  d evotion ; e a sier  to  h an d le  a g o n y  and  
w ilfu ln e ss .
•  R esea rch ers w e r e  w ith  th e  
n u rses  ev ery d a y . Im p rovem en t  
m a y  h a v e  b een  d u e  to  the  
H a w th o rn e  e ffe c t.
•  In terven tion  had  2  asp ec ts . 
D iff ic u lt  to  k n o w  i f  su p erv is io n  
or su p e rv ise d  im p lem en ta tio n  
o f  care  p la n s  or a co m b in a tio n  
o f  th e  tw o  crea ted  ch a n g e .
•  N o  random  a ss ig n m en t  
th erefo re  co m p a r iso n s b e tw e en  
th e  2  w ard s can  b e  p ro b lem a tic . 
T h ere m a y  b e  o th er  stresso rs  
(o u ts id e  o f  p a tien t s tresso rs)  
e x c lu s iv e  to  e a ch  w ard  that m a y  
h a v e  a ffe c te d  sco res. P a tie n ts ’ 
d ise a se  p r o g r ess io n  m a y  h a v e  
a lso  varied  p la c in g  n u rses under  
v a r y in g  stresso r  sev erity .
•  M ea su r es  w e r e  n e w ly  d e s ig n e d ,  
m a y  n ot h a v e  b e e n  sta b le  or  
s e n s it iv e  to  ch an ge .
•  C h a n g e s  m a y  h a v e  b een  d u e  to  
add ition a l a tten tion  in  
in terv en tio n  group.
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Study Design Assessment Outcome Limitations
B erg , W elan d er N u rses  in 2 d em en tia  w ards at a A s se s se d  at B a se lin e , 6  and B urnout d ecrea sed  s ig n if ica n tly  in the •  S e e  H allberg  &  N orberg , 1 993 .
H a n sso n , H allberg S w e d ish  h osp ita l. 12 m ths exp erim en ta l group ( s o  to o  d id  ted ium ).
(1 9 9 4 ;  S w ed en ).
E x p lo r in g  the  e ffe c t  o f N u rse  crea tiv ity  in creased  in the
su p erv isio n  on  n u rses’ C rea tiv e  C lim a te in tervention  group.
crea tiv ity , ted iu m  and burnout. Q u estio n n a ire- creativ ity , 
ted iu m N o  c h a n g e s  in control group w ere  ev id en t
S y s te m a tic  c lin ica l su p erv isio n  
+  su p erv ised  im p lem en ta tio n  o f  
in d iv id u a lise d  care  
(d e v e lo p m e n t o f  care  p lan s) vs. 
C on tro l w ard
M a sla ch  B urnout In ven tory
a cro ss th e  3 variab les.
In terven tion  group ( n  =  19)
C on tro l w ard ( n  = 1 9 )
In terven tion  ran o v er  12 
m onth s.
F or 1st 6  m ths su p erv isio n  held  
o n c e  e v er y  3 w k s. N e x t  6  m ths  
o n c e  e v er y  oth er  w k . (1 .5 -2 h r  
su p erv is io n  se ss io n s) .
Hallberg. (1994; Quasi-experimental One group Assessed at baseline, 6 and Burnout measures demonstrated no • Absence of a control or
Scandinavia) test-retest design. 12 months. significant change. comparison group limits 
conclusions that can be made
Child Psychiatric nurses. Tedium measure Scores on the Tedium measure did decrease from this study. Changes may
over 12 months. have been due to time, history
Explore the effects of clinical Maslach Burnout Inventory or familiarity with assessment
supervision on burnout, tedium Job satisfaction increased over the 12 measures alone.
and job satisfaction. Satisfaction with Working 
Care Scale
months.
• Sample size restricts power.
TV =11
+ open-ended questions
Study Design Assessment Outcome Limitations
P a lsso n , H a llb erg , Q u a si-e x p e r im en ta l (n o t A s se s se d  pre and p ost N o  sig n if ica n t e ffe c ts  w e re  fou n d  o f • U n c le a r  w h at in terv en tio n
N o r b e rg  & r a n d o m ly  a ss ig n e d  to  grou p s) su p erv ision : su p erv isio n  on burnout or em pathy. occu rred  in  th e  co m p a r iso n
B jo e rv e ll (1 9 9 6 : E x p lo r in g  w h eth er  su p erv isio n group. “ V is its  to  red u ce
S w e d e n ) im p a cts on burnout and T h e  B urnout M easu re S u p erv is io n  h o w e v e r  had in creased m isu n d ersta n d in g s  re la ted  to
em pathy. k n o w le d g e , c o n fid e n c e  and had a llo w e d  for breast ca n cer” so u n d s lik e  c a se
K arol in sk a  S c a le s  o f em o tio n a l support. d isc u s s io n , a c o m m o n  form at in
2  G rou p s o f  N u rses: P erso n a lity th e  su p e rv is io n  in terven tion .
S u p e rv is io n  - In tervals o f  2 -4 W ith o u t k n o w le d g e  o f  th e
w k s. E ach  se ss io n  la sted T h e  E m path y C on struct co n ten t o f  th e  co m p a riso n
b e tw e en  1 .5 -2h rs. 1 5 -1 9 R atin g  S c a le group  it is  p ro b lem a tic  to
s e s s io n s  in total. D e liv e r e d  b y c o m p a re  it to  th e  in terven tion
n u rses v s. group. I f  th e y  w e r e  o ffe r in g
C o m p a riso n  group  -  v is ited  b y sim ila r  s e r v ic e s  then  it is
n u rse  to  red u ce u n su rp risin g  that n o  d if fe r e n c e s
m isu n d ersta n d in g s rela ted  to  
b reast ca n cer  (s e e  lim ita tio n s).
w e r e  fou n d  b e tw e e n  th e  groups.
• S ’s n o t ra n d o m ly  a ss ig n e d  in
N =  21 th is  study. In terven tion  and  
co m p a r iso n  p o p u la tio n  m a y
R ecru ited  from  a group o f  
n u rses w h o  had c o m p le te d  a
h a v e  b e e n  d ifferen t at start.
breast ca n cer  tra in in g  program • T h e  co m p a r iso n  grou p  had an n
N u rses  from  10 prim ary health o f  12 , th u s lo w  p o w e r  m a y  h a v e
care  districts. p rev en ted  s ig n if ica n t o u tc o m es .
C r u tch fie ld  & S c h o o l C o u n se llo r s A s s e s s e d  P re- and P o st- O v er  2 .5  m ths n o  s ig n if ica n t d iffe r e n c e s • N o t  r a n d o m ly  a s s ig n e d  to  3
B o rd ers (1 9 9 7 ; su p erv ision : w e r e  fou n d  on  jo b  sa tisfa c tio n , se lf - grou p s. T h erefo re  m a y  h a v e
U .S .) Im p act o f  2  fo rm s o f e f f ic a c y  or c o u n s e ll in g  e ffe c t iv e n e ss . b e e n  p re -in terv en tio n
su p e rv is io n  on  jo b  sa tisfa c tio n , Participant co m p letes: d if fe r e n c e s  b e tw e e n  grou p s.
s e lf - e f f ic a c y  an d  c o u n se llin g Job sa tisfa c tio n  -  adapted A lth o u g h  s ig n if ica n t d iffe r e n c e s  w ere  n ot
e ffe c t iv e n e ss . v e rs io n  o f  Job S a tisfa ctio n fou n d  d iffe r e n c e s  w e r e  in  th e  e x p e c te d • S m a ll sa m p le  s iz e . L o w  p o w e r  -
B la n k d irection . m a y  h a v e  b e e n  w h y  n o
3 In terven tion  groups: s ig n if ic a n t r esu lts  w e r e  n ot
1st group: P ee r -su p er v is io n S e lf -e f f ic a c y  -  C o u n se llin g foun d .
s e s s io n s  (S tructured  P eer  
C o n su lta tio n  M o d e l for  S ch o o l S e lf -e s t im a te  In ven tory • In terv en tio n s m a y  h a v e  b e e n
C o u n se llo r s . W e e k ly  for  9  w k s. C o u n se llin g  e f fe c t iv e n e s s  - to o  b r ie f  to  e f fe c t  s ig n if ic a n t
2 nd G roup: S y s te m a tic  P eer
In d ex  o f  R e sp o n d in g ch an ge .
Study Design Assessment Outcome Limitations
C ru tch fie ld  &  
B o rd ers (1 9 9 7 ;  
U .S .)  cont.
G rou p  S u p erv is io n  -  sy s tem a tic  
a ss ig n m en t o f  particu lar r o le s  
w h ils t  w a tc h in g  a u d io ta p e  
r e v ie w s . 9  w k s. 5 p articip an ts in  
e a ch  grou p  +  exp ert fa c ilita to r
3 rd G rou p  -  C on tro l group. T h is  
grou p  m e t o n ly  tw ic e  and w ere  
to ld  to  fo c u s  in d iv id u a lly  on  
p la n s for  p r o fe ss io n a l  
d e v e lo p m en t.
F o r  th e  1st 2  gro u p s ea ch  
c o u n se llo r  w a s  trained  in  p eer  
su p erv isio n
E m p ath y  S c a le
C o u n se llo r  B eh a v io u r  
A n a ly s is  S c a le
C lien t ch a n g e  m easu red  b y  
T e a ch er  report form  
(A ch en b a ch ).
S u p e rv ise e  sa tis fa c tio n  -  
S u p e rv is io n  S e ss io n  
H e lp fu ln e ss  Q u estio n n a ire
•  A ll  m e a su r es  w e r e  se lf-rep o rts  
(m a y  h a v e  b e e n  b ia sed ).
•  E m p ath y  sc a le  u se d  w ritten  
r e sp o n se s  rather than  verbal.
N  = 2 9
R ecru ited : V o lu n tee r s  from  
N o rth  C arolin a
E v a n s &  H o h en sh il 
(1 9 9 7 ;  U .S )
C r o ss -se c tio n a l Study. 
E x p lo r in g  th e  re la tio n sh ip  
b e tw e e n  su p erv isio n  v ar iab les  
and jo b  sa tisfa ctio n .
P o sta l su rvey
o f  su b sta n ce  a b u se  c o u n se llo rs
N  =  231
R ecru ited  from  en tire  
p o p u la tio n  o f  su b sta n ce  a b u se  
c o u n se llo r s  from  V irg in ia .
In d iv id u a l In form ation  Form  
(d e s ig n e d  for th is  stu dy)
M in n e so ta  S a tisfa c tio n  
Q u estio n n a ire  -  
m ea su rem en t o f  jo b  
sa tisfa c tio n .
C lin ica l S u p erv isio n  is  a s ig n ifica n t  
p red ictor  (26%  o f  v a r ia n ce) o f  jo b  
sa tisfaction .
F our v ar iab les w e re  s ig n if ica n t p red ictors  
o f  jo b  sa tisfaction : hou rs o f  atten d an ce  at 
su p erv is io n , len g th  o f  e x p e r ien ce  as a 
su p erv isor , d e g ree  le v e l  o f  su p erv iso r  and  
w h eth er  su p erv iso r  w a s a lso  an  
a d m in istra tiv e  su perv isor .
•  T h o se  r esp o n d in g  to  th e  su rv ey  
m a y  h a v e  b e e n  a se le c t  group  
w ith  a sp e c if ic  p u rp o se  for  
d o in g  so . E .g ., perh ap s th o s e  to  
w h o m  su p e rv is io n  h a s le s s  
s ig n if ic a n c e  d id  n o t respond .
Study Design Assessment Outcome Limitations
B e r g  &  H a llb erg M en ta l H ea lth  N u rses  on  a A s s e s s e d  at B a se lin e , 6  and N o  sig n if ica n t ch a n g e s  w e re  fou n d  in  jo b •  A b se n c e  o f  con tro l grou p  ( s e e
(1 9 9 9 ;  S w ed en ). g en era l w ard  in  S w ed en . 12 m ths. sa tisfa c tio n  or o ccu p a tio n a l stress. H a llb erg , 1 9 9 4 ).
E x p lo r in g  th e  e ffe c t  o f  
su p erv is io n  on n u rses’ 
crea tiv ity , w o rk -rela ted  strain  
and jo b  sa tisfa ctio n .
S e n se  o f  C o h eren ce  sc a le  -  
co h e re n c e  
(co m p reh en  si bi lity, 
m e a n in g fu ln ess  and  
m a n a g ea b ility ).
C rea tiv ity  im p ro v ed  s ig n if ic a n tly  p lu s  
im p ro v em en t in s ta f f  c o n flic t  and jo b  
strain.
N u r s e s ’ su b je c tiv e  p ercep tio n s o f  th e
•  R esea rch ers w e r e  w ith  th e  
n u rses  ev ery d a y . M a y  h a v e  
b e e n  im p ro v em en t d u e  to  the  
H a w th o rn e  e ffe c t .
O n e  group:
C lin ica l su p erv isio n  +  
su p erv ised , in d iv id u a lise d , 
p la n n ed  and d o c u m e n te d  care.
1 year  o f  c lin ic a l su p erv isio n  - 
e v er y  fortn igh t
N =  2 2
C reative  C lim a te  
Q u estio n n a ire  -  creativ ity . 
W ork -rela ted  strain  
In ven tory  (w ork -rela ted  
stress).
S a tisfa c tio n  w ith  N u rsin g  
C are and W o r k -jo b  
sa tisfaction .
b e n e fits  o f  su p erv isio n  im p ro v ed  
s ig n if ic a n tly  ( in c lu d in g  co -o p era tio n  
b e tw e en  s ta f f  and p erson al d e v e lo p m en t  
and in  th e  d e liv e r y  o f  care).
•  S m a ll sa m p le , thu s s ig n if ica n t  
resu lts  m a y  n ot h a v e  b een  
d e te c te d  b e c a u se  o f  lo w  p o w er .
•  U s e  o f  se lf-rep o rts  a lso  lim itin g
K a v a n a g h , S p en ce , 
S tron g , W ilso n ,  
Sturk  &  C ro w
C r o ss -se c tio n a l T e le p h o n e  
su rv ey
In ter v iew s 3 0 -4 0  m in u tes  
S u rv ey  a d d ressed
Q u a lity  o f  su p e rv is io n  r e la tio n sh ip  w a s  an  
im portant factor  in  jo b  sa tisfa c tio n .
•  D a ta  w a s  tak en  from
p a rtic ip a n ts’ p e r sp e c tiv e s  on ly . 
O u tc o m e s  m a y  h a v e  b e e n
(2 0 0 3 ;  A u stra lia ) E x p lo r in g  ch a ra cteristics  o f  
su p e rv is io n  and rela ted  im pact 
on  jo b  sa tisfa ctio n .
R ep resen ta tiv e  sa m p le  o f  S o c ia l  
W ork ers, O ccu p a tio n a l 
T h era p ists , P sy c h o lo g is ts  and  
S p e e c h  T h erap ists from  
Q u e en sla n d  H ea lth
N =  2 7 2
R ecru ited  from  d atab ase  o f  
a llie d  h ea lth  s ta f f  in  Q ld  m enta l 
h e a lth  se r v ic es
d em o g ra p h ic , e m p lo y m en t  
and  tra in in g  in form ation .
H ou rs per  m o n th  d e liv e r ed  
or r e c e iv e d  su p erv isio n  o v er  
p r e v io u s 2  years.
D e ta ils  abou t su p erv isio n , 
sa tisfa c tio n  w ith  su p erv isio n  
and p e r ce iv e d  o u tco m es .
4 - ite m  v e rs io n  o f  H op p ock  
Job S a tisfa c tio n  M ea su re
S u p e rv is io n  A ttitu d e  S c a le
S u p erv iso ry  re la tio n sh ip s  ch aracterised  b y  
a c c e ss ib ility , em p a th y  and p ra ise  w e r e  
im portant for jo b  sa tisfa c tio n  and  s ta f f  
reten tion .
su b ject to  b ias. C o u ld  h a v e  
im p r o v ed  r e lia b ility  b y  
in c lu d in g  an in d ep en d en t  
a sse s sm e n t o f  su p e rv iso r ’s 
b e h a v io u rs  (e .g . u s in g  a  ra tin g  
sc a le  to  q u a n tify  u s e  o f  p r a ise  in  
an actu a l su p e rv is io n  se ss io n ) .
Study Design Assessment Outcome Limitations
H yrkas. (2 0 0 5 ;  
F in lan d )
*
C r o ss -se c tio n a l su rv e y  o f  
F in n ish  m en ta l h ea lth  &  
p sy ch ia tr ic  nurses.
E x p lo r in g  su p e r v is io n ’s im pact  
on  burnout and jo b  sa tisfaction .
N  =  5 6 9 . A ll S ’s w e re  in  
su p erv iso ry  re la tion sh ip s.
R ecru ited  from  14 h o sp ita ls  and  
h ea lth  care o rgan isa tion s.
S ite  co -o rd in a to rs recru ited  
from  h o sp ita ls . T h e y  id en tified  
current su p erv iso ry  
re la tio n sh ip s  e x is t in g  for  o v er  6  
m on th s. T h e se  d yad s w e r e  sen t 
q u estion n a ires.
M a n ch ester  C lin ica l 
S u p erv isio n  S c a le  -  
e ffe c t iv e n e s s  o f  c lin ic a l  
su p erv ision .
M a sla ch  B urnout In ven tory
M in n eso ta  Job S a tisfa ctio n  
S c a le  (sh ort v ers io n )
C lin ica l su p erv isio n  has p o s it iv e  e ffe c ts  on  
burnout and jo b  sa tisfaction .
T h o se  w h o  had ev a lu a ted  c lin ica l  
su p erv isio n  favou rab ly  ten d ed  to  h a v e  
lo w e r  burnout and greater jo b  satisfaction .
T h o se  w ith  in e ff ic ie n t su p erv isio n  had  
h ig h er  le v e ls  o f  jo b  d issa tisfa ctio n .
•  Job sa tisfa c tio n  m ay  h a v e  b een  
v e r y  h ig h  in  th is  cohort but 
w ith o u t a con tro l group  it can  
not b e  sa id  that th is  is  d u e to  the  
e f fe c ts  o f  C lin ica l S u p erv is io n  
it m a y  b e  that w o rk  c o n d itio n s  
for e x a m p le  m a y  h a v e  p la y ed  a 
ro le  here.
•  B urnou t sc a le s  w e r e  c o n sid e r ed  
lo w , m od erate  or h ig h  b y  
r e ly in g  on  co m p a r iso n  to  
norm s. A g a in  it is  d iff ic u lt  to  
ascerta in  w ith o u t a control 
group  w h eth er  su p erv isio n  
im p a cted  on  th e se  scores.
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4.5 Summary
Thus far, it has been established that for GPs to effectively increase their role in 
general practice psychiatry they would benefit from: (a) increased social support to 
protect against burnout, and (b) specific long-term, skill-based training in assessing 
and treating common mental disorders. One approach that has the advantage of 
meeting both o f the above needs for GPs is group supervision. Group supervision 
allows for both peer support and long-term clinical education and training, in the one 
cost-effective format.
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CHAPTER 5. IS GROUP SUPERVISION AN EFFECTIVE TRAINING 
MODEL TO ENHANCE GP SKILLS IN CBT?
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5.1 Supervision Defined
Supervision is an integral part of the training and acculturation o f mental health 
professionals (Watkins, 1997). Bernard and Goodyear define supervision as “...an  
intervention provided by a more senior member of a profession to a more junior 
member or members o f that same profession. This relationship is evaluative, extends 
over time, and has the simultaneous purposes o f enhancing the professional 
functioning o f the more junior person(s), monitoring the quality o f professional 
services offered to the client(s) she, he, or they see(s), and serving as a gatekeeper o f 
those who are to enter the particular profession” (2004, p. 8).
Bernard and Goodyear’s definition, which infers that the supervisor and supervisee 
need to be from the same profession, has been considered by some to be a narrow 
interpretation. Ladany and colleagues found that regardless o f professional 
background, supervisors tend to use similar supervisory strategies (1999, as cited in 
Spence, Kavanagh et al., 2001).
Clarke succinctly described supervision as a relationship in which the personal, 
practical, and theoretical aspects, required for therapeutic work, come together to form 
an integrated approach (1993). Simply put, it is widely held amongst mental health 
professionals that supervision is “... the single most effective teaching implement that 
we have” (Greben, 1979, p. 500).
Supervision can be conceptualised as having three overlapping roles: (a) 
restoration, as the supervisee receives emotional support from supervisor (or other
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group members), (b) a formative aspect, as supervisees are assisted in increasing their 
knowledge and skills level, and (c) finally a normative or self-regulatory function 
whereby the supervisor ensures that the performance o f the clinician is within the 
realms of “normal” compared to his/her peers (Proctor, 1986, as cited in Cottrell & 
Smith, 2000). This monitoring o f supervisees provides a self-regulatory safeguard for 
clients and the profession as a whole, particularly salient given the often isolated 
nature of working in general practice environments (Jackson-Bowers & Holmwood, 
2001).
5.2 What Types of Supervision/Peer Review Groups are Currently Available for
GPs?
Attempts to address personal support and/or training needs in general practice have 
included Balint, peer review and various educational training groups (Jackson-Bowers 
& Holmwood, 2001). Balint groups were developed in the 1950’s by psychoanalyst 
Michael Balint and focused on interpersonal relationships between the therapist and 
patient (typically more challenging patients), and the impact of this on the therapist 
(Hodges et al., 2001).
Peer review groups fall into two categories: (a) clinical groups that deal with 
patients needs only; and (b) those that provide GP support for work issues (Jackson- 
Bowers & Holmwood, 2001). Virtually all groups are led by Psychiatrists, with a few 
led by Psychologists, mental health workers or GPs. Currently, in Australia the number 
of peer review groups for GPs is double the number o f Balint groups (Jackson-Bowers 
& Holmwood, 2001).
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5.2.1 Terminologies: Supervision or Peer Review?
Although the term peer review is widely recognized within the medical profession, 
its multiple meanings can lead to confusion about its purpose. For this reason, peer 
review that addresses both clinical and interpersonal issues, and is expert led, will be 
referred to henceforth as professional supervision. Supervision has historically been 
the accepted term for this type o f intervention, across multiple professions including: 
psychiatry, psychology, social work, drug and alcohol counselling and family therapy 
(Bernard & Goodyear, 2004).
5.3 Supervision: An Integral Training Model for the Mental Health Professions
Supervision is considered to be “...a  critical, if not the most critical...” component 
of mental health training, as evidenced by the use o f supervision among all mental 
health programs (Watkins, 1997, p. 9). In a recent study o f a large mental health 
service in Australia, Strong and colleagues concluded: “Allied health professionals and 
service managers both considered supervision to be an important mechanism for 
ensuring staff competence and best practice outcomes...” (Strong et al., 2004, p. 191).
Clinical supervision functions in both group and individual format. In Australia 
Psychologists who complete 4 years o f university training are required by state 
registration boards to participate in 2 years supervised practice to gain license to 
practice (New South Wales Psychologists Registration Board, 2005). Similarly, 
Occupational Therapists in their first two years post-university need to obtain 
supervision to gain accreditation (Spence, Wilson et al. 2001). Psychologists pursuing 
specialist skills, for example clinical training (Masters and Doctorate o f Psychology
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degrees), attend group supervision over a 2-3 year period, as a part o f university course 
requirements.
Post registration, the Australian Psychological Society recommends that 
Psychologists continue to participate in ongoing supervision (Australian Psychological 
Society, 2005). Queensland Health recently released telephone survey results from a 
sample o f 272 representative staff (see Table 3) which revealed that almost three- 
quarters of respondents had attended supervision in the past year (averaging 2 hours 
per month; Kavanagh et al., 2003). It is possible however that the 72.5% of 
respondents that consented to the interview may have held more positive attitudes 
about supervision than those who refused, thereby overinflating the supervision 
participation figures.
Similarly in the U.K., where counsellors have an established role in primary care, 
involvement in supervision is the norm; with a recent study suggesting all o f these 
counsellors have regular supervision (Mellor-Clark et al., 2001, as cited in Jackson- 
Bowers & Holmwood, 2001). Supervision is also one of the most commonly practiced 
activities o f psychologists in the U.S. where state licensure laws require supervision 
beyond university (Bernard & Goodyear, 2004).
5.4 Does Participation in Supervision Improve the Patient Outcomes of Mental
Health Professionals?
The pervasiveness o f supervision practice, across a number o f mental health 
professions, is reflective o f the perceived value of the supervision process, but what of
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the empirical evidence? To date, at least 34 reviews o f supervision research, across a 
number o f mental health professions, have been conducted (Ellis & Ladany, 1997; 
Ellis, Ladany, Krengel & Schuldt, 1996; Russell, Crimmings & Lent, 1984; 
Worthington, 1987), with inconclusive results. Methodological shortcomings in the 
available literature have led to an inability to empirically establish the effectiveness o f 
supervision (Ellis et al., 1996; Ellis & Ladany, 1997; Goodyear & Guzzardo 2000; 
Holloway & Neufeldt, 1995; Lambert & Ogles, 1998; Russell et al., 1984; Spence, 
Kavanagh, et al. 2001). Ellis & Ladany clarify “the overall quality o f research during 
the past 15 years was substandard... few conclusions were justifiable given the lack o f 
replicated results and the conceptual and methodological problems besetting the 
studies” (1997, p. 492).
Based on these reviews, the following methodological improvements for future 
supervision research have been recommended (see Table 4).
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Table 4
Recommendations from the Literature for Methodological Improvement in 
Supervision Research
Methodological Shortcomings Recommendations for Future 
Research
1. It has been argued that the impact on patient outcome is 
the “acid test” o f supervision (Ellis & Ladany, 1997, p. 
485), yet few studies have measured counsellor 
competence through client change (Holloway & Neufeldt, 
1995). Research has primarily focused on measuring 
supervisee knowledge, attitudes and skills in supervision 
(Holloway & Neufeldt, 1995).
Include patient outcome measures in 
research.
Client outcome can be measured 
through the use o f satisfaction ratings, 
reduction in symptomatology, 
hospital admissions and medication 
use (Spence, Kavanagh et al. 2001).
2. There has been a lack o f efficacy studies providing 
comparisons o f the treatment group to a randomised 
control group (i.e. does the treatment work better than no 
treatment at all?; Goodyear & Bernard, 1998). Efficacy 
studies have not been performed for two reasons (a) it is 
common in efficacy research to use manuals to ensure the 
appropriate model is being followed. Within the 
supervision field only one manual has so far been 
developed (Neufeldt, Iverson & Juntunen, 1995), 
inhibiting their use in research (Goodyear & Bernard, 
1998), and (b) another issue is client protection. In this 
instance, a control group would necessitate assigning 
clients to trainees whose quality o f therapy went 
unchecked. Given that most supervision research has been 
conducted on postgraduate students; there are ethical 
implications in allowing trainees to see clients 
unsupervised (Goodyear & Bernard, 1998).
1. Include control groups in research.
2. Utilise manualised training in 
supervision.
3. Research with experienced 
supervisees would enable the use o f a 
control group (able to see patients 
unsupervised).
4. Have interns serve as their own 
controls prior to seeing patients e.g., 
intern does not see patients for 3-4 
months prior to starting placements. 
Measures are kept for this period and 
compared the following period in 
which supervision is attended and 
patients are treated.
3. The use o f measures inappropriate for supervision has 
further added to the difficulties for researchers (Ellis et 
al., 1996). Many instruments from counselling have been 
modified and used in supervision and in doing so the 
psychometric properties o f the instrument have possibly 
changed (Bernard & Goodyear, 2004). Psychometrically 
sound measures continue to present a barrier to 
researching supervision.
New instruments specific to 
supervision are emerging (McNeill, 
Stoltenberg & Romans, 1992), these 
are recommended.
4 A reliance on self-report measures has also been 
problematic (Goodyear & Bernard, 1998).
- Self-reports may not provide an accurate 
measurement o f supervisee’s behaviour due to 
reporter bias (Joshi & McAllister, 1998).
- Both supervisee and supervisor perspectives are 
confounded because they are in  t h e  r e l a t i o n s h i p  
(Holloway, 1987).
- Self-reports have also been used as a sole measure 
o f knowledge and skills o f the supervisee. This is 
problematic in that research has shown that GPs 
perception o f their own skills and knowledge level is 
not accurate (Giarrantano, 2005; Tracey et al. 1997).
1. It is suggested that the 
effectiveness o f supervision is best 
measured from multiple perspectives; 
the supervisee, the supervisor, patient 
and external observer (Holloway, 
1987).
2. Both subjective and objective 
measures of the dependent variables 
should be collected.
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Methodological Shortcomings Recommendations for Future 
Research
5 Most studies have small sample sizes (Ellis et al., 
1996).
Studies need larger sample sizes.
Group supervision can reap larger 
sample sizes, particularly i f  a number 
o f groups are run concurrently.
6 Many studies have collected knowledge measures 
only; or have confused knowledge with skills 
measures (Holloway & Neufeldt, 1995).
Need to include objective measures o f  
skill attainment.
Future studies need to adhere to features o f well-designed supervision research 
including : (a) a controlled sample (Goodyear & Bernard, 1998), (b) sample sizes that 
enable adequate power (Ellis et al., 1996), (c) multiple informants addressing 
supervisee attitudes, knowledge and skills and client outcomes, both subjectively and 
objectively, using a range of methods (Holloway & Neufeldt, 1995), and finally (d) if  
possible, manualised training should be used (Goodyear & Bernard, 1998).
5.4.1 What is the Status o f  Available Research Regarding the Effectiveness o f  
Supervision Conducted with GPs?
Not surprisingly, given the recency o f Better Outcomes initiative, there is very little 
research available, specific to the effectiveness o f supervision training for Australian 
GPs. In short, Blashki & colleagues have concluded that “hard evidence for the value 
of clinical supervision and peer support o f GPs is lacking” (Blashki, Hickie et al., 
2003, p. 24).
In 2005, an U.K. study pointed to the effectiveness o f supervision in training 16 
GPs to deliver CBT for panic disorder. This RCT involved the initial delivery o f 3.5 
hours per week of formal teaching (including skills training) for 2 weeks, followed by
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six 1.5 hour sessions o f group supervision. The intervention was not traditional CBT 
per se, instead GPs are shown how to teach patients to use CB techniques via a self­
help manual (Heatley et al., 2005).
GPs who attended this training improved their ability to assess and plan treatment 
for patients with panic disorder. There was no increase in knowledge found, and skills 
were not measured. They did however increase their use o f CBT techniques in practice 
(according to self-report and analysis o f case notes). Thus, given the demonstrated 
ineffectiveness o f brief training alone, it can be argued that the addition of supervision 
may account for the positive outcomes found in this instance (Heatley et al., 2005). 
The small sample and low recruitment rates for patients in this study, both inherent 
problems in GP research, necessitate that this research be replicated.
5.5 CBT Model of Supervision
The popularity o f CBT has led to the development of a model o f supervision 
specific to CBT (Rosenbaum & Ronen, 1998). In this model, CBT theory is directly 
transplanted into the supervision model. The overriding goal o f CBT supervision is to 
ensure that CBT approach is adopted by the supervisee (Rosenbaum & Ronen, 1998). 
In doing this the supervisor needs to assess, and if necessary challenge, any myths held 
about CBT (Liese & Beck, 1997). Other secondary goals include imparting CBT 
techniques and helping therapists to adhere to the cognitive model (i.e. avoid therapist 
drift; Liese & Beck, 1997). The structure of the CBT supervision session follows that 
o f a typical therapy session with the use o f bridging, agenda setting, goal setting, 
homework and so forth (Liese & Beck, 1997). The supervisor uses behavioural skills
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to teach including modelling, behaviour rehearsal, feedback, reinforcement and role- 
plays (Spence, Kavanagh et a l, 2001).
Two major papers exist that are supportive o f CBT supervision: the first by Heatley 
et al. has been described in the previous section (2005); and the second is a literature 
review by Milne and James (2000). Milne and James examining earlier literature 
reviews o f supervision efficacy, discerned that previous supervision reviewers had 
subscribed to the “uniformity myth” (Milne, Pilkington, Gracie & James, 2003). That 
is, in reaching their conclusions, they had treated all studies as equally poor, which has 
led to negative overgeneralisations in supervision research (Milne et al., 2003, p. 194). 
Milne and James argued that in reality, some o f the studies were methodologically 
stronger than others.
To address this issue Milne and James (2000) chose 28 field studies from this larger 
group, examining CBT supervision only, and conducted a literature review. CBT was 
the only modality considered “so as to focus on those supervision studies o f most 
relevance to routine practice, in keeping with the growing emphasis on evidence-based 
practice” (p. 113). The authors found positive outcomes for the effectiveness o f 
cognitive behavioural supervision (Milne & James, 2000).
Closer inspection o f Milne and James’ review however reveals that their conclusion 
was overstated. The majority o f studies comprised o f behavioural modification 
programs for people with intellectual disabilities (Burg, Reid & Lattimore, 1979; 
Burgio, Whitman & Reid, 1983; Harchik, Sherman, Sheldon & Strouse, 1992; Hundert
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& Hopkins, 1992; Ivancic, Reid, Iwata, Faw & Page, 1981; Kissel, Whitman & Reid, 
1983; Page, Iwata & Reid, 1982). The behavioural skills targeted for training had a 
narrow focus and were relatively simple. Although training was clearly effective in this 
population, it is somewhat premature to generalise these findings to the supervision of 
staff in more complex CBT principles and procedures.
Whilst support for CBT supervision is not clear cut, evidence has been found for the 
use of systematic training methods, techniques commonly used in CBT supervision 
(Baker & Daniels, 1989; Dodenhoff, 1981). Systematic training entails the use of a 
range o f instructional methods - modelling, goal setting; and shaping behaviour 
through role-playing, direct instruction and feedback - targeting specific skills 
(Lambert & Ogles, 1998). These techniques most likely represent an important 
ingredient o f CBT supervision.
Supervision has also been found to halt the corrosion of CBT skills (Beck, 1986). 
One study compared participants who had received supervision after completing an 
intensive training course against those who completed the training course only. The 
skills level of the second group had declined to baseline by nine months (Beck, 1986)
5.5.1 Group Supervision versus Individual Supervision
Group Supervision has been defined as:
“...the regular meeting o f a group of supervisees with a designated supervisor, to 
monitor the quality o f their work and to further their understanding o f themselves 
as clinicians, of the clients with whom they work, and of service delivery in
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general. These supervisees are aided in achieving these goals by their supervisor 
and by their feedback from and interactions with each other” (Bernard & 
Goodyear, 2004, p. 235).
Group supervision is a widely practised mode o f supervision, with usage rates only 
just falling behind that o f individual supervision (Goodyear & Nelson, 1997). There is 
limited research available to allow for a comparison between the different modes o f 
delivery o f supervision. O f the three studies, two have limited generalisability in that 
they have small sample sizes (Lanning, 1971; Averitt, 1989).
The third study by Ray and Altekruse compared the effectiveness o f small group, 
large group and individual supervision. This quantitative study comprised 64 masters 
level psychology students randomly allocated into three treatment conditions (2000). 
Videotaped counselling sessions were rated in terms o f expertness, trustworthiness and 
attractiveness by (a) the client; (b) the supervisor; and (c) three independent raters. 
Participants also completed the Supervisee Levels Questionnaire -  Revised (McNeill, 
Stoltenberg, & Romans, 1992), to measure supervisee development. Results indicated 
that both group and individual supervision were found to be equally effective. The 
main limitations were that the study had no control group, used doctoral students as 
supervisors and tested a student sample, limiting generalisability (Ray & Altekrause, 
2000).
Bernard & Goodyear (2004) argue that there are a number o f additional advantages 
o f group supervision. These include: lower cost; exposure to a wider range o f  clients
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ability to practice skills and learn through watching others, and the greater diversity o f 
feedback.
5.6 Summary
Clinical supervision is a long-established and widely practiced method of imparting 
mental health training to Psychiatrists, Psychologists, Social Workers and Counsellors. 
Given CBT supervision is the only theory-based training model with some empirical 
support, and evidence-based practice is required by the Better Outcomes initiative, it 
appears that this model presents a good fit for current GP supervisory practices.
The research evidence for supervision as a training model for GPs in particular, 
whilst encouraging, is still in its infancy. Future research needs to improve on earlier 
efforts by introducing control groups, increasing sample sizes and sampling measures 
from a wider range of sources. Sound methodological research needs to be conducted 
to ensure that training models used are translating into better health outcomes for the 
wider community.
5.7 Rationale for Study 1: Pilot Trial for CBT Supervision
The Australian government recently implemented policy, which has placed success 
o f community-based mental health care firmly upon GPs assuming a role in the 
delivery of assessment, treatment and referral for patients with mental health problems. 
It has been well established, that for GPs to be adequately equipped for this role, the 
majority will need to improve their mental health skills, particularly with regard to 
evidence-based techniques (CBT). With funding now available for training through the
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Better Outcomes initiative, educators are faced with a vital question: What model can 
be used to train GPs that will translate into better health outcomes for their patients?
Whilst numerous evidence-based training initiatives for GPs are currently underway 
in Australia, there is minimal research available to justify their existence. With the 
exception o f the SPHERE research data, discussed earlier (which was limited by an 
absence o f objective skills or patient measures), we are not aware o f any published 
research for these projects. O f particular concern are stand-alone brief training 
initiatives which have been shown to be insufficient in effecting change. This research 
thesis aims to fill the void o f research in this area, and potentially provide a training 
model that can be disseminated for use nationwide.
CBT supervision, a model o f training which has received tentative support in the 
literature for training mental health specialists, will be investigated for the training o f 
GPs. Supervision incorporates many o f the features identified by research as important 
for successful mental health training outcomes, including interactive small group 
learning, case-based discussions based on real-life patients, skills-based training and a 
mentoring relationship. It is thought that supervision will represent a useful continuer 
for GPs who have already completed brief workshops and are looking for further 
training to consolidate their skills. Group supervision has been chosen primarily for its 
cost effectiveness.
Addressing these considerations, the next chapter will describe a pilot study o f CBT 
group supervision, which will be used to inform the larger trial to follow. The research
71
design in the pilot study overcomes many o f the methodological problems associated 
with earlier supervision research by collecting both subjective and objective measures 
(including skills measures) from multiple sources, over a longitudinal period. Patient 
measures will further enable insight into the effects of training on patient 
improvement, a crucial outcome typically neglected in supervision research.
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CHAPTER 6. RESEARCH STUDY 1: IS CBT GROUP SUPERVISION AN 
EFFECTIVE TRAINING MODEL FOR GENERAL PRACTICE
PSYCHIATRY?
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6.1 Aims of Study 1
The aim o f this study was to explore the effectiveness o f the group supervision 
model for training GPs in CBT. Objectives o f the study were four-fold: (a) to 
investigate whether GPs improve in CBT skills, knowledge and confidence as a result 
of participating in group supervision, (b) to examine if their patients experience 
reduced psychopathology, (c) to pilot the assessment measures to ensure sensitivity, 
adequacy and reliability, and (d) to identify program and format changes for the main 
trial to follow. Study 1 should be considered a preliminary investigation or pilot in 
preparation for Study 2.
6.1.2 Study 1: Research Questions
Hypothesis 1. GPs’ confidence in delivering CBT will improve from pre­
supervision to post-supervision.
Hypothesis 2. GPs’ CBT knowledge will increase from pre-supervision to post­
supervision.
Hypothesis 3. GPs’ subjectively assessed skills in delivering CBT will improve 
from pre-supervision to post-supervision.
Hypothesis 4. The number o f patients treated by GPs with CBT will increase from 
pre-supervision to post-supervision.
Hypothesis 5. Patients treated by supervised participants will experience a decrease 
in psychiatric symptomatology over the course o f group supervision.
Hypothesis 6. Supervision will be effective in meeting the mental health needs o f  
GPs, and this will be demonstrated by high satisfaction ratings for training coverage,
quality and relevance.
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Hypothesis 7. GPs will feel more supported in their role as GP therapist through 
their participation in group supervision (focus group feedback).
Hypothesis 8. Group supervision will produce comparable outcomes for groups o f 
GPs and Psychiatric Registrars.
6.2 Method
6.2.1 Participants
All participants were taken from the Illawarra region of NSW, Australia. The GP 
sample (N -  9) ranged in age from 40-62 years (M = 52 years; SD = 6.96), with 5 male 
and 4 female participants. There were two GP groups in total. GPs had been practising 
medicine for an average o f twenty-five years (SD = 7.88 years). One GP dropped out 
halfway through the study, due to competing time demands, leaving a sample o f eight. 
GPs were excluded if they had not completed CBT orientation training (SPHERE). 
Participating GPs were eligible for continuing medical education points. A group of 
Psychiatric Registrars were simultaneously provided CBT group supervision. The 
Psychiatric Registrars will serve as a comparison group for this study. The Psychiatric 
Registrars sample (N  = 4) consisted of 4 males, with ages ranging from 29-47 years 
(M = 38 years, SD = 1.11). Psychiatric Registrars had been practising medicine for 10 
years on average (SD = 7.32). Psychiatric Registrars with prior training in CBT were 
excluded from the sample.
Medical practitioners interested in CBT training were recruited via two separate
pathways:
76
1. GPs: - The group supervision program was a joint initiative o f the University 
o f Wollongong (UOW) and the Illawarra Division o f General Practice (IDGP), 
in response to a community needs assessment conducted following the 
SPHERE orientation to CBT training. This assessment indicated a desire for 
further CBT training, particularly in the area o f depression and anxiety-related 
disorders (Illawarra Division o f General Practice, 1998). GPs that had recently 
completed the SPHERE orientation to CBT program, were invited to attend 
CBT group supervision through a promotional flyer from the Illawarra Division 
of General Practice. GPs who expressed interest were listed, and were later 
randomly assigned to one of two groups.
2. Psychiatric Registrars'. - In response to a request from Area Health for CBT 
training, interested Psychiatric Registrars were recruited into the study. The 
Psychiatric Registrars were firstly offered introductory CBT training. This 
training was designed to educate Psychiatric Registrars to the same level as 
GPs at the completion o f CBT orientation training (SPHERE). The orientation 
to CBT phase was then followed by CBT group supervision.
Information sheets and consent forms for GPs, Psychiatric Registrars and patients are 
included in Appendix A. Ethics approval for this process was obtained from the 
University o f Wollongong Ethics Committee in 2002 (see Appendix B).
6.2.2 Measures
The following questionnaires and rating scales were used in this study:-
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Medical Practitioners
• Demographic Questionnaire (see Appendix C for questionnaire): This brief 
demographic survey included questions regarding: (a) age, (b) gender, (c) years 
o f experience as a GP, and (d) number o f patients per week GPs were treating 
using CBT. Question (d) -  the number o f patients treated by GPs using CBT - 
was readministered at the completion of group supervision.
• Byme-Murrihy Assessment of Cognitive Behavioural Therapy Skills
(BMACS; see Appendix D for questionnaire). Developed by the author and 
supervisor (MKB), the BMACS is a 5-item rating scale used to quantify CBT 
performance from a videotaped role-play o f a simulated therapy session. In the 
absence o f a scale suitable to assess GP skills, a new rating scale was devised, 
specific to the purposes of training. The five items in the BMACS include: (a) 
agenda setting and adherence; (b) homework setting; (c) sharing the cognitive 
model; (d) cognitive case formulation; and (e) establishing collaboration. These 
five items were based on the major objectives for group supervision training. 
Agenda setting, homework setting and establishing collaboration (Items 1,2, &
5) were taken from the Revised Cognitive Therapy Scale (James, Blackburn & 
Reichelt, 2001; originally developed by Young & Beck, 1988); however 
descriptors for each scale were modified. Item 3, sharing the cognitive model 
and item 4, cognitive case formulation, were new items.
The scoring procedure o f the BMACS was based on that used in the Revised 
Cognitive Therapy Scale (James, Blackburn & Reichelt, 2001). Each trainee
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received a score for the 5 items on a likert scale ranging from 1-6 (0 
representing a very poor performance, through to 6 an expert performance). 
The scale yielded a total score within the range o f 0-30 for CBT skills 
performance. Scoring levels were accompanied by a detailed description o f 
expected performance at that level, for example a score o f 1 for agenda setting 
and adherence is accompanied in the BMACS by the following descriptive:
An agenda is unilaterally delivered, however there are major problems 
with the content and style o f delivery (e.g. no collaboration, unrealistic time 
frame, vague topics, poorly chosen content for stage o f therapy, no 
rationale, omission o f homework review). Poor adherence to agenda 
(therapist does not actively keep patient to the agenda).
Raters were also instructed that if they had difficulty matching the performance 
to available descriptors they should refer to a more general scale, for example 0 
= poor, 1 = barely adequate etc.
The reliability and validity is not yet established for the BMACS. The ratings 
scale upon which the BMACS is partially based however does have robust 
psychometric properties. The Revised Cognitive Therapy Scale has high 
internal consistency, adequate inter-rater reliability, and good validity. 
Trainees’ scores were shown to change as they improved over the course o f a 
training program, further indicating good discriminant validity (Blackburn et 
al., 2001; Vallis, Shaw & Dobson, 1986).
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Case history scenarios utilised in each role-play (see Appendix D) were based 
on uncomplicated presentations o f  anxiety and depression. To avoid repetition 
and memory effects influencing performance positively, different scenarios 
were used on each testing occasion (two different scenarios were used for GPs; 
three were used with Psychiatric Registrars). The scenario presentation order 
was counterbalanced across subjects to ensure that mean difficulty level for 
scenarios, for each group, at each time, were relatively comparable.
•  Byrne, Murrihy Brief Assessment of Cognitive Knowledge (BM-BACK; see 
Appendix E for questionnaire). The Byrne, Murrihy - Brief Assessment of 
Cognitive Knowledge, a 15-item multiple-choice questionnaire, was developed 
by the author and supervisor (MKB), in the absence o f suitable established tests 
for these purposes, to measure the acquisition o f CBT knowledge in the five 
targeted areas: agenda setting; sharing the cognitive model, cognitive case 
formulation and conceptualisation, working collaboratively and homework 
setting. Ten to fifteen minutes was required to complete this questionnaire. The 
scale yielded a total score, ranging between 1-15, for CBT knowledge. The 
psychometric properties o f this instrument have not yet been established.
•  Supervisee Levels Questionnaire - Revised (SLQ-R; see Appendix F for 
questionnaire). The SLQ-R, is a 30-item self-report questionnaire, designed to 
measure GPs’ perception o f their development as a CB therapist (Bernard & 
Goodyear, 2004; McNeill, Stoltenberg & Romans, 1992). Low scores on the 
SLQ-R reflect a perception o f poor development and high scores reflect
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superior development as a CB therapist. This questionnaire has been used as a 
measure of GP confidence, as items across the 3 subscales are based upon GPs 
confidence in their development as a therapist. The SLQ-R includes three 
subscales: self and other awareness, motivation and dependency-autonomy. 
Items 11 and 15 on the motivation scale were modified to more directly capture 
confidence, rather than motivation. For example item 11 “my motivation 
fluctuates from day-to-day” was modified to “my confidence fluctuates from 
day-to-day”.
Respondents rated each item on a likert scale which ranged from 1 -7, wherein 1 
= never and 7 = always. The total score is derived by summing all items in the 
subscale divided by the number of items (reversed scoring is also used). Ten 
minutes is required to complete this self-report measure. Evidence supportive 
of the factor structure has been reported by McNeill and colleagues (1992). 
Scores for the constructs differed, as expected, with varying training and 
experience. Internal consistency for the self and other awareness scale is 0.83, 
the motivation scale is 0.74 and the dependency-autonomy scale is 0.64 
(McNeill et al., 1992).
•  Adherence to Agenda Questionnaire (see Appendix G for questionnaire). 
This questionnaire, devised by the author and supervisor (MKB), consists o f 2- 
items, in which participants are asked whether they had set and adhered to 
agendas with their patients. Respondents answer on a 10-point likert scale
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ranging from 1 (rarely), through to 10 (always). This questionnaire takes 3 
minutes to complete.
•  Utility of Group Supervision Questionnaire (see Appendix H for 
questionnaire). This questionnaire, devised by the author and supervisor 
(MKB) includes 4 items, and uses a 1-5 likert scale (1 = poor, 5 = good) to 
assess satisfaction with aspects o f supervision including topic coverage, 
relevance to practice, quality o f presentation, format (preference for small 
group) and venue.
Patient Self-reports
•  Depression, Anxiety and Stress Scale -  42 (DASS-42; see Appendix I for 
questionnaire). The Depression Anxiety and Stress Scale (DASS) is a 42-item 
self-report questionnaire that assesses depression, anxiety and stress levels 
(Lovibond & Lovibond, 1993). The DASS has an advantage over other 
depression and anxiety questionnaires in brevity (5-10 minutes for completion), 
and is superior to other commonly used questionnaires at discriminating 
between anxiety and depression (Antony et al., 1998). The depression subscale 
measures low mood, avolition and hopelessness; the anxiety subscale measures 
autonomic arousal and fear levels; and the stress scale measures tension and the 
tendency to overreact to situations (Brown, Choupita, Korotitsch & Barlow, 
1997).
A number o f studies have found the DASS to be a reliable and valid 
psychometric instrument (Antony et al., 1998; Brown et al., 1997; Lovibond &
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Lovibond, 1995). The three factor structure has been repeatedly substantiated 
by factor analysis (Brown et al., 1997; DeBeurs, VanDyck, Marquenie, Lange 
& Blonk, 2001; Lovibond & Lovibond, 1995). A high internal consistency has 
been demonstrated with depression at 0.91 and anxiety at 0.84 (Antony et al., 
1998; Lovibond & Lovibond, 1995). Convergent and divergent validity has 
also received support (Brown et al., 1997; DeBeurs et al., 2001). In addition, 
the depression subscale has been found to be highly correlated with the widely 
used Beck Depression Inventory (0.74), as has the anxiety scale correlating at
0.74 with the Beck Anxiety Inventory (Lovibond & Lovibond, 1995).
• Hospital Anxiety and Depression Scale (HADS; see Appendix J for 
questionnaire). This self-report questionnaire has 14 items, half o f which 
measure anxiety, and half depression. Respondents were asked to rate 
depressive and anxious items in terms of ffequency/severity over the previous 
week. The questionnaire takes 5-10 minutes for completion. The HADS has 
been widely used and well accepted by patients as a screening measure for 
“milder psychopathology” (Zigmond & Snaith, 1983). A recent review 
summarising over 200 published studies worldwide has found the HADS to be 
a reliable (test-retest 0.80; internal consistency o f anxiety is 0.80 and 
depression is 0.81) and valid instrument, sensitive to change over the course o f 
treatment (Herrmann, 1997).
6.2.3 Procedures
The multimethod design o f Study 1 incorporated both a fixed quasi-experimental 
repeated measures design (pre- and post-supervision), alongside a time series
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experimental design (trend analysis), followed by a qualitative design (Campbell & 
Stanley, 1963). Both quantitative and qualitative designs were chosen to provide a 
wider understanding o f the research questions.
6.2.3.1 Training formats and programs
1. CBT Orientation Training (completed by Psychiatric Registrars only; see Figure 1 
for an overview of the training timeline for both groups). This training, which 
provided a basic overview of CBT, was designed to equate that which GPs had 
already completed with SPHERE. Training for the Psychiatric Registrars was 
matched with earlier SPHERE training with regard to basic content and hours of 
training, but differed in that the training for the Psychiatric Registrar group was 
held over a significantly longer period (6-months). CBT orientation ran for a total 
o f 12 hours (1.5 hours x 8 sessions, at 3-weekly intervals).
2. CBT Group Supervision (completed by both GPs and Psychiatric Registrars). 
Group Supervision ran for 12 hours (1.5 hours x 8 sessions, at 3- weekly intervals 
extending over a 6 month period). A direct structured format was utilised over the 
length o f the course. In accordance with CBT group supervision procedures 
advocated by Liese and Beck (1997), the structure utilised was the same for each 
session, enabling the facilitator to model the process o f CBT agenda setting and 
adherence. At the commencement o f each session, the facilitator collaboratively 
sets an agenda which includes (in order): (a) homework review, (b) urgent case 
management issues (crisis cases), (c) skills training, (d) case discussion, and (e) a 
homework task. As discussed earlier the main components o f training included:
• Agenda setting and adherence
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• Homework setting
• Sharing the cognitive model
• Cognitive case formulation
• Establishing collaboration
Training was delivered in a workshop style format with role modelling, behaviour 
rehearsal, feedback, provision o f information and interactive discussion. The first 
hour o f group supervision typically comprised o f agenda setting, knowledge and 
skills training, with the second hour focusing on case presentation. For the pilot 
trial which extended over 2002, the . program was developed by MKB, an 
experienced Clinical Psychologist and Lecturer, who also facilitated the groups. 
Partial funding for Study 1 came from the Mental Health Integration Project (a 
National Demonstration Project funded by the Commonwealth Department o f 
Health and Aged Care) and Pfizer Pharmaceuticals.
CBT Orientation Supervision
Session 1 Session 8  Session 16
◄--------------------------------------------- - ------  . ►
Psychiatric Registrars
Figure 1. Overview of Training Timeline for General Practitioners and 
Psychiatric Registrars.
6.23.2 Schedule o f assessment
Table 5 illustrates the schedule o f assessment for both GPs and Psychiatric 
Registrars.
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Table 5
Schedule of Tests Given to General Practitioners and Psychiatric Registrars, and 
Their Patients, Across CBT Orientation Training and Group Supervision
GPs:- CBT
Orientation
Training
Pre-supervision 
(Session 1, 
Training W k 24)
Post-supervision 
(Session 8, 
Training Wk 48)
Training 
completed prior 
to Study 1
Demographic
Questionnaire
Demographic
Questionnaire
Byrne Murrihy 
Assessment o f 
Cognitive Skills
Byrne Murrihy 
Assessment of 
Cognitive Skills
Byrne Murrihy 
Assessment of 
Cognitive 
Knowledge
Byrne Murrihy 
Brief Assessment 
o f Cognitive 
Knowledge
SLQ-R SLQ-R
Agenda
Questionnaire
Agenda
Questionnaire
Utility o f Group
Supervision
Questionnaire
GP Patients:- DASS-42 DASS-42
HADS HADS
Psychiatric
Registrars:-
Pre-CBT  
Orientation 
(Session 1, 
Training W k 1)
Post-CBT 
Orientation 
(Session 8, 
Training W k 24)
Pre-supervision 
(Session 9, 
Training W k 24)
Post-supervision 
(Session 16, 
Training W k 48)
Demographic
Questionnaire
See left (same 
data used)
Demographic
Questionnaire
Byrne Murrihy 
Assessment o f 
Cognitive Skills
Byrne Murrihy 
Assessment o f  
Cognitive Skills
Byrne Murrihy 
Assessment o f 
Cognitive Skills
Byrne Murrihy 
Assessment o f 
Cognitive 
Knowledge
Byrne Murrihy 
Brief Assessment 
o f Cognitive 
Knowledge
Byrne Murrihy 
Brief Assessment 
o f Cognitive 
Knowledge
SLQ-R SLQ-R SLQ-R
Agenda
Questionnaire
Agenda
Questionnaire
Utility o f Group
Supervision
Questionnaire
Psychiatric
Registrar
Patients:-
DASS-42 DASS-42
HADS HADS
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6.23.3 Evaluation o f  Psychiatrie Registrars
Prior to commencing CBT orientation, Psychiatric Registrars completed the 
videotaped skills test, the BM-BACK and the SLQ-R. At the completion o f the 
introductory 12 hours training in CBT the Psychiatric Registrars completed identical 
assessment (plus a 2-item Adherence to Agenda Questionnaire -  measuring setting and 
adhering to agendas). This second assessment enabled a comparison between no 
training and introductory CBT training.
After CBT group supervision training (12 hours) Psychiatric Registrars again 
complete identical assessment to that at the completion o f CBT orientation, thus 
allowing for a comparison between no training, introductory CBT training and group 
supervision training. Additionally, at 2 and 4 months into group supervision, 
Psychiatric Registrars were instructed to complete the confidence measure, to allow for 
a trend analysis (time series experimental design) over the course o f the group 
supervision training. A satisfaction questionnaire was also administered at the 
completion of supervision.
6.23.4 GP evaluation
GPs were deemed unlikely to commit to group supervision if  the videotaped role- 
play was required in the first session. Thus, the skills measure for GPs were collected 
at post-supervision only, although both pre- and post-measures were obtained for 
Psychiatric Registrars. Psychiatric Registrars were thought to be more comfortable 
with delivering therapy, and therefore less likely to find the videotaped role-play
aversive.
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The GP group, having previously completed the CBT orientation training 
(SPHERE), commenced Group Supervision in week 1. The pre-supervision tests were 
identical to those used for the Psychiatric Registrars, with the exception o f the 
videotaped skills test. Post-supervision tests for GPs included all assessment 
components plus a satisfaction questionnaire (Utility o f Group Supervision 
Questionnaire). GPs were further asked to complete the confidence measure at 2 and 4 
months, to allow for a trend analysis (time series experimental design) over the course 
o f the group supervision training.
6.2.3.5 Assessment o f patients* symptoms
Table 5 illustrates the schedule o f assessment for the patients o f both Psychiatric 
Registrars and GPs.
Patient tests were administered at the commencement and completion of group 
supervision (one-group pre-test post-test design; Campbell & Stanley, 1963). GPs were 
asked to nominate patients with depression and/or anxiety-related disorders that they 
planned to treat with CBT. They sought consent from these patients and distributed the 
Depression and Anxiety Stress Scale -  42 (DASS-42) and the Hospital Anxiety and 
Depression Scale (HADS). Post measures were administered at the completion o f 
group supervision, or at the termination o f treatment, whichever came first. All 
questionnaires in this study were coded to protect the privacy o f participants.
6.2.3.6. Videotaped skills role-play evaluation procedure
Preparation fo r  videotaped skills test. The author, a first year postgraduate intern, 
played the patient during assessment. Written instructions and role-play scripts were
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developed and practiced by the author (patient role) and supervisor (MKB; GP role), 
prior to the first assessment. At the time o f assessment, the author took the subject to a 
quiet room and read instructions from a script, outlining the tasks required during the 
role-play (detailed below). The subject was then given these instructions in written 
form, along with a case scenario o f the patient they were about to treat (see Appendix 
D for written instructions and case scenarios). This case scenario comprised o f 
background information from a fictional first session with the patient (3 paragraphs). 
Subjects were instructed to complete five tasks during the role-play including: (a) 
sharing the cognitive-behavioural model, (b) establishing a collaborative relationship, 
(c) providing a CBT formulation o f patients problem, (d) providing a structure for the 
session, and (e) setting a related homework task. The subject was given 15 minutes 
alone, in a quiet room, to prepare.
Procedure during videotaped skills test. The role-play for the Psychiatric Registrars 
was conducted in the postgraduate student training clinic at the University o f  
Wollongong, and for GPs, in a staff office room at the Illawarra Division o f General 
Practice. Subjects were given 15 uninterrupted minutes to complete the role-play. At 
the tune o f testing, only the subject and author were in the room. Video cameras were 
located in the comer o f the room. When the role-play concluded, the evaluator
conducted a short debriefing with the subject about their experience o f the role-play
performance.
Evaluation o f role-play. Two experienced Psychologists, who received prior training in 
the use o f the BMACS, were used as raters to assess the videos. Training comprised o f
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a 2 hour session with the author (RCM) in which instructions were given on how to 
use the BMACS, and one sample role-play was rated. The 17 role-play videotapes 
(pre- and post-supervision) were divided between and randomly allocated to the two 
trained raters. Raters were blind as to which time of testing they were rating.
6,2.3.7 Focus group session
In the last group supervision session for both GPs groups, an independent facilitator 
conducted a focus group (approximately 40 minutes in length), using a semi-structured 
style o f interviewing, to attain data on the perceived: a) effectiveness o f the group 
(perceived improvements in CBT skills, knowledge and confidence), b) whether 
professional development needs were met by participation in group, (c) emotional 
support provided by the group, and (d) improvements that could be made for future 
programs (for questions used by Facilitator see Appendix K). The two sessions were 
audiotaped for later conversion into transcript.
6.3 Analyses
All results were analysed using the SPSS Statistical Package 12.0. Significance was 
tested at an alpha level o f p < .05. Data and output files o f all statistical procedures, 
significant and non-significant, are attached in e-copy in Appendix R.
To examine whether performance had improved over the course of group 
supervision, Wilcoxin Signed-Rank Tests were used to analyse GP and Psychiatric 
Registrar results from pre- to post-supervision dependent variables including:
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confidence, knowledge, skills, agenda setting, agenda adherence, and the number o f 
patients treated with CBT.
To examine whether performance had improved over the course o f CBT orientation 
training, Wilcoxin Signed-Rank Tests were used to analyse Psychiatric Registrar 
results from pre- to post-CBT orientation dependent variables including: confidence, 
knowledge and skills.
To investigate whether patients’ anxious and depressive symptomatology had 
decreased from pre- to post-supervision the Wilcoxin Signed-Rank Test was again 
utilised. Non-parametric statistical procedures were chosen as they are more suitable 
for small sample sizes that violate the random sampling assumption.
Transcript analysis was conducted by the author (RCM) using Interpretative 
Phenomenological Analysis to analyse the focus group data (Smith, Jarman & 
Osbom, 1999). These techniques were chosen because they provide a systematic step- 
by-step coding guide which attempts to analytically extract information about the 
thoughts o f participants from words spoken (Smith, Jarman & Osbom, 1999).
Time series measures used for trend assessment, were not consistently completed 
by all participants (e.g., due to non-attendance or late attendance) over all four data 
points, and hence will be omitted from the analysis.
CHAPTER 7. RESULTS: STUDY 1
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7.1 Quantitative Results
7.1.1 GP Results: Attendance Rates
Although GPs had attended, on average, 89% of group supervision sessions, only 
55% attended the final evaluation session, resulting in a sample o f five for the majority 
of dependent measures.
7.1.2 Effects o f Supervision on GP Confidence.
Means, medians, standard deviations and significance levels for the confidence 
variable at pre-supervision and post-supervision are presented in Table 6 (medians are 
also given due to small sample sizes).
Results o f the SLQ-R demonstrated that GPs’ confidence in their development as a 
CB therapist had significantly increased from pre-supervision to post-supervision, T(z 
= -2.04, p  < .05, Positive Mean Rank = 3.00).
7.1.5 Supervision and the Number o f Patients Treated with CRT
Means, medians, standard deviations and significance levels for the number o f 
patients treated with CBT at pre-supervision and post-supervision are presented in 
Table 6.
The increase in confidence was also reflected in the significant increase in the 
number o f patients GPs were treating with CBT. Pre-supervision GPs were treating on 
average 1.38 patients per week with CBT, compared with a mean o f 3.5 patients per 
week post group supervision, T(z = -2.24, p  < .05, Positive Mean Rank = 4.50).
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7.1.4 Supervision and GPs’ CBT Knowledge and Skills
Means, medians, standard deviations and significance scores for the knowledge and 
skills variables at pre-supervision and post-supervision for GPs are presented in Table 
6.
The Wilcoxin Signed-Rank Test demonstrated a significant improvement in CBT 
knowledge from commencement to completion of supervision, T(z = -2.04, p  < .05; 
Positive Mean Rank = 3.00/ The average score across the two training times increased 
approximately three points. Skills could not be considered for GPs (post-supervision 
measure only was collected), however it is noted that post-supervision GP means (M = 
10.30, SD = 7.24) were similar to that o f Psychiatric Registrars (M  = 10.50, SD = 
6.14), who showed a slight improvement in skills post-supervision (though not 
statistically significant).
7.1.5 Supervision and Agenda Setting and Adherence
Means, medians, standard deviations and significance levels for the agenda variable 
at pre-supervision and post-supervision are presented in Table 6.
Another skills measure was the ability to set and adhere to an agenda. According to 
self-report data, GPs were significantly more likely to set and adhere to an agenda by 
the conclusion o f group supervision, T(z = -2.07, p  < .05, Positive Mean Rank = 
3.00), T(z = -2.04, p  < .05, Positive Mean Rank = 3.00).
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Table 6
Means, Medians, Standard Deviation and Significance Levels for GPs and 
Psychiatric Registrars on CBT Confidence, Knowledge, Skills, Agenda Setting 
and Adherence, and Number of Patients Variables at Pre- and Post-Supervision 
(Including Pre-CBT Orientation Scores for Psychiatric Registrars only).
Dependent 
Variable 
and Scale
Pre­
Orientation 
To CBT (A) 
M  SD Mdn
Pre­
Supervision
(B)
M  SD Mdn
Post­
Supervision
(C)
M  SD Mdn
P
value
Confidence
GP
(0-7)
4.15 0.69 3.88 5.08 0.60 5.13 .04*
Psychiatric 
Registrars § 
(0-7)
4.38 1.42 4.82 4.72 1.01 4.88 5.10 1.16 5.38 A-B
.14
B-C
.07
No. of 
Patients
GPs t  
/wk
1.38 2.00 0.50 3.5 3.30 2.00 .03*
Psychiatric
Ree/wk
0.50 0.58 0.50 2.25 0.96 2.50 .07
Knowledge
GPs
(0-15)
6.80 1.30 7.00 9.60 0.89 10.00 .04*
Psychiatric
Registrars
(0-15)
5.50 0.58 5.50 7.75 0.96 7.50 9.75 0.50 10.00 A-B
.07
B-C
.06
Skills
GPs'F
(0-30)
rl0 .3 0  7.24 9.00
Psychiatric
Registrars
(0-30)
9.38 6.80 6.50 8.75 2.66 8.75 10.50 6.14 8.50 A-B
.72
B-C
1.00
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Dependent 
Variable 
and Scale
Pre­
Orientation 
To CBT (A) 
M  S D  M d n
Pre­
Supervision
(B)
M  S D  M dn
Post­
Supervision
(C)
M  S D  M d n
P
value
Agenda
Setting
GPs
(0-10)
5.20 1.92 5.00 7.40 1.14 7.00 .04*
Psychiatric
Registrars
(0-10)
5.25 1.89 4.50 7.25 2.22 7.00 .11
Agenda
Adherence
GPs 'F 
(0-10)
5.20 1.79 5.00 7.00 1.87 8.00 .04*
Psychiatric
Registrars
(0-10)
6.00 1.83 6.00 7.00 1.15 7.00 .10
vFn = 5. f  n = 8. § n = 4 (all Psychiatric Registrar groups are o f equal N).
*p <.05
7 .1 .6  S u p erv is io n  a n d  P a tie n t M e n ta l H ea lth  O u tcom es
Due to difficulty recruiting patients, GPs’ patients (n =  3) and Psychiatric 
Registrars’ patients (n =  2) have been grouped to represent one population for the 
purposes of generating patient outcomes. Both the Hospital Anxiety and Depression 
Scale (HADS) and the Depression Anxiety and Stress Scale (DASS) displayed 
significant decreases in patients depressive symptomatology, T(z = -2.02, p <  .05, 
Negative Mean Rank  = 5; same statistic for both measures). In the HADS, depression 
scores decreased from a mean o f 8.20 (falling in the mild depression category; SD = 
5.02) down to 2.60 (falling in the normal range; SD =  2.07) between the start and finish 
o f group supervision. Results from the DASS (see Figure 2) were more extreme than 
the HADS, with scores moving from the severe depression category (M =  26.40, SD =  
15.37) down to normal at post-supervision (M =  7.60, SD =  5.86).
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Likewise, the DASS anxiety subscale (see Figure 2) also yielded significant 
differences, T(z = -2.02, p  <  .05, N ega tive  M ean  R ank =  3.00) with scores dropping 
from the severe anxiety category pre-supervision (M = 19.20, SD  =  10.38) to the mild 
anxiety category (.M  = 8.00, SD  = 4.24) at the completion o f group supervision. 
Conversely the HADS anxiety scale did not yield significant differences between pre- 
and (M  =  11.80, SD  =  6.06) post-supervision, (M  =  7.60, SD  =  4.16), T(z = -1.47, p  >  
.05), although results did move in the expected direction. The DASS stress subscale 
did not show significant differences between pre-supervision (M = 26.80, SD  = 11.54) 
and post-supervision, M  =  16.60, SD  =  12.76, T(z -  -1.63, p >.05). Results again, 
despite the lack of significance, were moving in the expected direction.
!
&
Pre-supervision P ost-supervis ion
Tim e (M o n th s)
Figure 2: Patient DASS Scores at Pre- and Post-Supervision Training: Depression 
and Anxiety Subscales (lower scores = decrease in psychiatric symptoms)
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7.1.7 Meeting the Mental Health Needs o f  GPs: Utility o f  Group Supervision 
Questionnaire
Group Supervision appeared to meet the mental health needs of GPs with Figure 3 
illustrating a consistently high satisfaction rating with group supervision.
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Figure 3: GPs and Psychiatric Registrars Satisfaction Ratings for Topic 
Coverage, Quality, Relevance, Venue and Format of Group Supervision Training
7.1.8 Psychiatric Registrars: Attendance Rates
Attendance was high with Psychiatric Registrars reaching an 81% total attendance rate.
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7.1.8.1 Group supervision
Means, medians, standard deviations and significance scores for the knowledge,
skills and confidence variables at pre-supervision and post-supervision for Psychiatric 
Registrars are presented in Table 6.
Results across all variables from pre- to post-supervision were found to be 
insignificant. Results approaching statistical significance however were found across a 
number o f variables including: the number o f patients treated with CBT, T (z = -1.84,
= .07, P o s itiv e  M ean  R ank  = 2.50), confidence, T(z = -1.83, p  = .07, P o s itiv e  M ea n  
R ank = 2.50), and knowledge variables, T(z — -1.86, p  > .06, P o s itiv e  M ean  R a n k  = 
2.50). In contrast there were some variables that clearly did not reach significance 
including skills, T(z = -0.00, p  = > .05, P o sitive  M ean  R an k  = 2.50), agenda setting, 
T(z = -1.60, p  > .05, P o sitive  M ean  R ank = 2.00), and agenda adherence, T (z  = -1.63, 
P  =  >  -05, P o sitive  M ean  R ank = 2.00), despite mean differences moving in the 
expected direction.
7.1.8.2 Orientation to CBT sessions
Although significant differences between pre-CBT orientation training and post- 
CBT orientation training in confidence, T  (z = -1.47, p  > .05, P o s itiv e  M ea n  R a n k  = 
3.00), and skills, T(z 0.37, p  > .05, N eg a tive  M ean  R an k  = 4.00) were not evident 
in this phase o f training, scores on the knowledge variable, T(z = -1.84, p  = .07, 
P o sitive  M ean  R ank = 2.50), were approaching significance.
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7.1.8.3 Meeting the mental health training needs o f Psychiatric Registrars: 
Satisfaction survey
As can be evidenced in Figure 3, Psychiatric Registrars, like the GPs, were highly
satisfied with group supervision, indicating their mental health training needs had been 
met by group supervision.
7.2 GPs’ Qualitative Results: Summary findings
Objectives o f the focus group sessions were fourfold:-
1. To examine the effectiveness of the group (perceived improvements in CBT 
skills, knowledge and confidence)
2. To investigate whether professional development needs were met by 
participation in group
3. To examine whether participants experienced emotional support
4. To gather suggestions regarding improvements for the larger trial to follow
7.2.1 Effectiveness o f Group: GP Confidence Levels
As a result o f training, GPs were more confident (and more likely to engage) in the 
treatment o f uncomplicated cases, but were less confident about comorbid cases. They 
had gained a stronger awareness o f the proficiency levels and time required for 
treatment o f comorbid cases, which was beyond the scope of most GPs. They reported 
confusion about their role as GP-therapist, and requested more clarity on this issue. In 
particular they needed instruction in patient selection (which patients would be most 
likely to benefit from treatment within the limited time frame and expertise o f general 
practice). GPs also identified the need for more structure in training; including clear
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outlines for the treatment o f specified disorders (full thematic details for qualitative 
information are outlined in Appendix L).
Focus group discussion had facilitated agreement that the GPs role would best 
entail diagnosis, communicating the CBT model, psycho education, and initial 
treatment (a cognitive or behavioural intervention), including homework. If  further 
intervention were needed, that is the problem was more complex than the initial 
assessment indicated (the patient is non-responsive, deteriorates, or becomes high­
risk), the patient should then be referred to a mental health specialist.
7.2.2 Were Professional Development Needs Met by Group Supervision Training?
Participants unanimously agreed that their professional development needs had 
been met by group supervision. They nominated a number o f training components that 
were useful in getting professional development needs met:
1. Small-group format
2. Case-based discussions.
3. Didactic teaching
4. Role-plays
7.2.3 Emotional Support
Supervision helped to raise awareness around the emotionally draining nature o f 
psychological work. GPs agreed that they had felt emotionally supported by group, 
particularly because the ongoing format enabled the development o f trust over time.
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7.2.4 Recommendations for Future Groups
A clear theme emerging from these discussions is that the more “proactive” nature 
of CBT would necessitate more preparation time and importantly the energy to change 
current practices. This struggle between the time and energy required for delivery of 
CBT treatment, coupled with the time pressures already imposed on GPs prompted a 
number o f suggestions from participants as to how CBT group supervision could be 
made a better fit for general practice. These suggestions centred on a theme of 
including greater structure in group supervision:
1. Each didactic training session should be devoted to a specific disorder (for 
example social phobia) in which the facilitator outlines steps to be taken in 
treatment.
2. These outlines should be placed into a takeaway workbook (including scripted 
explanations o f disorders and treatments).
“The reality is we ’re having to deal with this in very short spaces o f time and 
we need a really practical approach. Open book here. You start here and go 
there. ”
3. Time should be set aside to discuss issues relevant to counselling in general 
practice, for example, preventing physical problems encroaching on 
psychological treatment, scheduling issues and so forth.
4. Having a clear operationalisation o f the GP’s role - which disorders to treat and 
what specific aspects of treatment they undertake- and tailoring training in 
accordance with that role, may be useful for future groups (avoiding drift into 
more advanced treatment discussions).
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CHAPTER 8. DISCUSSION: STUDY 1
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8.1 Confidence, Knowledge and Skills in CBT
Group Supervision, according to these preliminary results, constitutes a promising 
training model for general practice. As was hypothesised, GPs performance did change 
over the course o f group supervision with improvements evident in their: (a) 
confidence in themselves as CB therapists, (b) CBT knowledge levels, (c) agenda 
setting (d) adherence to agenda and (e) subjectively perceived CBT skills level.
Although the enhancement o f objectively measured skills could not be considered 
for GPs (only post-supervision measures were collected), it is reassuring to know that 
post-supervision GP means were similar to Psychiatric Registrars, who showed a skills 
improvement (though not statistically significant).
The drop out rate witnessed in the final GP session, after a previously high 
attendance rate, reflected discomfort with the videotaped role-play component, due to 
either performance anxiety and/or lack of preparation time. Future studies will need to 
revisit how this all important objective skills measures can be captured. It may be 
preferable to conduct practice visits during the recruitment period, in which the 
importance o f the skills measure is emphasized.
8.2 Patients Mental Health Outcomes
Another indirect measure o f GPs’ (and Psychiatric Registrars’) skills acquisition 
was patient mental health outcomes, which, consistent with our hypothesis, also 
improved over the course o f group supervision. Both depression measures 
demonstrated considerable reductions in psychiatric symptomatology, with patients
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moving from clinical to non-clinical categories. Although DASS scores represented a 
similar decrease in anxiety, the same outcomes were not evidenced for the HADS 
subscale. The HADS subscale did demonstrate a reduction in symptomatology o f over 
four points, despite not meeting statistical significance. It is possible that the lack of 
significance from the HADS anxiety subscale may be due to decreases in power due 
to small sample size (N  = 5), and the use o f non-parametric techniques.
Patient health outcomes have been considered the acid test of training success, yet 
few studies until now have utilised patient outcomes in their design. Whilst the 
absence o f a control group means this change can not be attributed to supervision, it is 
still useful and reassuring to note that patients treated by trained GPs improved 
clinically, as evidenced by reduced anxiety and depression scores.
8.3 Meeting Mental Health Training Needs of GPs
GPs in the focus group agreed unanimously that group supervision, as a training 
model, had met their mental health needs, in line with the sixth hypothesis. They 
placed particular emphasis on:
1. The small-group format that had enabled relationships to form which were both 
supportive and informative.
2. Case-based discussions which had provided assistance with ongoing real-life 
cases.
3. Didactic teaching that had allowed GPs to expand their CBT knowledge.
4. Role-plays which had enabled practice o f these skills, prior to applying them 
with patients.
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These were all strategies earlier identified in educational literature as important for 
optimal learning (Hodges et al., 2001).
8.4 Recommendations for Study 2 from Qualitative Analyses
It was observed that case discussions during supervision regularly drifted into 
discussion o f comorbid complex patients. Unplanned outcomes associated with this 
drift, included a greater awareness amongst GPs o f competence levels needed to 
conduct CBT, and the acknowledgement they are not equipped to deal with complex 
cases. GPs determined the need for instruction in how to identify which cases were 
likely to respond within the general practice framework, and which were better 
referred on. They indicated that traditional CBT was too complex and time consuming 
for general practice, and suggested that the revised program include: (a) an explicitly 
defined role for GPs, and (b) a therapy which constituted a better fit for general 
practice.
It is not surprising that GPs were struggling to define a role for themselves as 
mental health practitioners. The Better Outcomes initiative had directed that GPs treat 
patients with mental health problems, without taking into account the pragmatics 
associated with more complicated cases. GPs, whilst being interested in expanding 
their skills, indicated they are not desirous o f undertaking the years o f education 
needed to treat complex cases, nor do they have the time to treat such cases in the busy 
general practice environment. Thus, it is clear that in the absence o f knowledge in 
patient selection, GPs were commonly treating more complex cases, leading to 
frustration and role confusion.
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After much discussion, participants were in agreement that their role - with both 
uncomplicated and selected complicated cases - should entail: diagnosis; 
communicating the CBT model; psycho education; and time permitting, a brief CB 
intervention (relaxation training, activity scheduling, challenging automatic thoughts 
etc.). With this operationalisation o f the GP role in general practice psychiatry in mind, 
it is clear that CBT does not constitute a good fit for general practice. It is 
recommended that for future supervision training a briefer model, amenable to the 
general practice environment, such as Brief CBT (BCBT), is implemented in its place.
The role defined by GPs would be best used in combination with more targeted 
patient selection. It is suggested that GPs are trained to recognise indicators of more 
complex cases so that these cases might be referred for therapy at the outset (e.g., 
Personality Disorders), leaving GPs to devote their time to patients more likely to 
respond within the general practice timeframe.
It may also be important to consider the profile o f patients that are typically 
presenting for treatment in primary care. GPs, during case discussion, were presenting 
complex, comorbid cases. If  GPs are being trained to manage less complex cases, and 
the majority o f presenting cases in primary care are complex, this presents a possible 
barrier to the success o f this reform. It may be that large quantities o f resources are 
directed towards training GPs in evidence-based therapies, when the proportion of 
non-complex cases is low in comparison to comorbid cases. In determining resource 
allocation, policy makers would benefit from taking account o f the profile of patients 
presenting for mental health treatment in primary care.
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GPs have also questioned how the proactive mindset o f delivering mental health 
treatment can marry with the reactive mindset o f general practice. In mental health 
treatment, GPs need to take a proactive stance in which they prepare for treatment 
sessions, whereas in general practice they reactively deal with problems that the patient 
presents with. Already faced with significant time pressures, GPs made a number o f 
further suggestions that aim to facilitate the adoption o f psychological treatment in 
general practice. GPs have suggested that greater structure be used in supervision 
training, wherein they are given treatment outlines, in a takeaway book, that can be 
worked through with the patient, to minimise preparation time. In addition, they 
suggest time be set aside to discuss issues relevant to counselling in general practice 
(e.g., scheduling issues).
Another suggestion aimed at increasing structure was the matching o f specific 
disorders (e.g., social phobia) with treatments. It is noteworthy that this request 
highlights a difference in approach between the medical and psychology professions. 
GPs were requesting that supervision be structured by matching diagnoses with 
defined treatments. This medical perspective is derived from the categorical 
assumption (based on the work of Kraepelin) that, as with physical disease, each 
problem is unique, has one cause and therefore one curative action (Barlow & Durand, 
2001). Thus patients with the same disease are given standard treatments. Psychology, 
on the other hand, has adopted a different perspective, in line with the notion that 
psychological problems are more complex, tend to have multifactorial causes, and 
therefore may need to be treated with a variety o f approaches. Whilst diagnoses are 
made (based on a prototypical system; for more details see Barlow & Durand, 2001),
109
identical treatments are not administered to every patient with this diagnosis. 
Psychologists typically decide on treatment by conducting a functional analysis on the 
individual, aimed at identifying the various factors maintaining dysfunction (Barlow & 
Durand, 2001). The facilitator in Study 1 had taken a functional perspective in training 
design. Future training will need to consider how to best train GPs, whilst considering 
firmly ingrained cultural perspectives towards diagnosis and treatment.
8.5 Emotionally Supportive Dimension of Group Supervision
The hypothesis, that GPs would derive emotional support from supervision, was 
confirmed in the focus group. GPs consistently discussed (both within group and 
during focus group discussions), the emotional energy needed to undertake 
counselling. All participants agreed that they felt supported by the regular, interactive 
format o f group supervision, which enabled the development o f relationships over 
time. Findings are consistent with the supervision literature which espouses the 
restorative benefits o f supervision (Proctor, 1986, as cited in Cottrell & Smith, 2000).
Although it is unknown exactly why group supervision is emotionally supportive, 
this study in line with earlier work, reflected the importance of (a) sharing emotional 
experiences with trusted colleagues over time, (b) acquiring informational support 
(e.g., how to deal with physical problems encroaching on psychological consultations), 
and (c) learning through instrumental support (practising treatment with coaching; 
Schaufeli & Greenglass, 2001). It was observed that debriefing about cases was often 
conducted with the purpose o f gauging how other GPs felt about, and would have dealt
110
with a given situation. We can suppose that the often isolated nature o f general practice 
would raise the value of a forum where GPs can share their experience
8.6 Psychiatric Registrars
Finally, we hypothesised that Psychiatric Registrar results for group supervision 
would demonstrate improvement, lending support to GP conclusions. This was not the 
case, with the various measures yielding insignificant results. However, all measures 
changed in the expected direction, with some approaching significance. The lack o f 
significant change is probably due to low power and greater between-subject 
variability, rendering it difficult to generate any general conclusions from the data.
8.7 Study 1 Limitations
Limitations of this pilot study include (a) small sample size (common in supervision 
research) which may have prevented findings o f significance, (b) GPs were self­
selected, thus they may represent a select group (c) there was a possibility o f bias in 
GP patient selection, that is they may have chosen patients most likely to improve, or 
(d) patients may have improved through spontaneous recovery. There was also no 
control for the use o f anti-depressant medication on patient outcomes.
Furthermore, there were difficulties associated with two o f the assessment 
instruments. The assessors reported that descriptors used in the BMACS were too 
complex for the scormg of basic techniques. This may be one reason why both groups 
scored so poorly. Also a number o f GPs reported that questions within the SLQ-R were 
not o f relevance to them, or were difficult to understand.
I l l
Future studies would benefit from better control over potentially confounding 
factors including the possibility that changes observed were due to familiarity with 
assessment procedures, time-related or experience-related improvements in GP 
competencies, rather than the training they received. In the absence o f a control group, 
the strongest conclusion that can be drawn from this study is that performance 
improved between the commencement and conclusion of group supervision.
8.8 Conclusions
GP educators in Australia are currently faced with the challenge of finding a 
training model that will successfully prepare GPs for their enhanced role as mental 
health clinicians. The problem faced, given the newness o f this initiative, is that 
empirical evidence for training models is thus far absent in the literature. This pilot 
research leads the way in filling that gap by putting forward CBT group supervision as 
a promising model for training GPs in general practice psychiatry. According to this 
pilot trial, participation in group supervision resulted in greater GP confidence, 
knowledge, self-reported skills, agenda setting and adherence, and engagement in 
CBT. A larger study o f revised BCBT group supervision is now needed to confirm and 
extend the applicability o f results from Study 1.
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CHAPTER 9. STUDY 2: EFFECTIVENESS OF A GROUP SUPERVISION 
PROGRAM FOR TRAINING GPS IN BRIEF COGNITIVE BEHAVIOURAL
THERAPY
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9.1 Rationale for Study 2: Main Trial for BCBT Supervision
The emergence o f an effective model for training GPs in evidence-based mental 
health delivery is one critical aspect to the success o f primary care treatment in 
Australia. Study 1 demonstrated, albeit with a small sample, that positive outcomes 
were associated with participation in CBT group supervision, for both GPs and their 
patients. Study 2 was designed to build upon the successful features o f the first group 
(e.g., role-plays, interactive learning, small-group format, and case-based discussions), 
by incorporating the many recommendations from the Study 1 pilot trial, with a larger 
sample o f GPs. Changes to group supervision, based on the pilot trial, included the 
following:-
1. A briefer version o f CBT, Brief Cognitive Behavioural Therapy (BCBT), was 
adopted as it constitutes a better fit for the limited time frame and training 
associated with general practice. Substantial empirical weight is accumulating 
for the efficacy of BCBT. The Scott et al. study described earlier (1997), and 
others using brief CBT interventions for depression (e.g., Barkum, Sharpiro, 
Hardy & Rees; 1999; Clarke et al., 2005 [adolescents]; Mynors-Wallis, Gath, 
Lloyd-Thomas, Tomlinson, 1995; Ward et al., 2000), and anxiety (e.g., Clark et 
al., 1999; Craske et al., 1995; Westling & Òst, 1999), lend weight to the 
argument that ten or more sessions o f CBT may not be necessary to facilitate 
therapeutic gain in mild to moderate disorders in the primary care setting (Roth 
& Fonagy, 2005). Indeed, the U.K. National Institute for Clinical Excellence 
has promoted the use o f brief models in their practice guidelines for primary 
care psychiatry (NICE, 2004, as cited in Heatley et al., 2005).
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2. Manualised Training was adopted in Study 2. A facilitator manual was used 
along with a companion manual for GPs (which can be used as a step-by-step 
guide for GPs working with patients; see Appendix Q for Facilitator and GP 
manual).
3. GPs were taught BCBT within a clearly defined role (as determined by GPs in 
Study 1). This role entails diagnosis, communicating the CBT model, 
psycho education regarding the disorder, and a CB intervention (e.g., relaxation 
training, activity scheduling, challenging automatic thoughts). GPs gained an 
understanding o f which patients are likely to respond in general practice, and 
those that would benefit from earlier referral. Furthermore, diagnosis and 
treatment was initially taught within a medical model; in which diagnoses are 
matched with respective treatments. Later in training, as confidence improved, 
GPs were taught to adopt a more functional perspective during case 
discussions.
4. The addition of a component addressing the management of psychological 
work in the general practice environment was included, for example time 
management issues, and patient’s physical issues encroaching on psychological 
consultation time (for more details see Session 1 in Facilitator’s Manual 
Appendix Q).
5. Evaluation included a greater focus on the acquisition o f skills-based data 
(videotaped role-play). A large drop out rate was observed in Study 1 for the 
final session, which was thought to be due to an aversion to the videotaped 
assessment. Study 2 implemented steps (see section 9.3.1.1) to better deal with
this issue.
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9.2 Aims of Study 2
The primary aim o f this study is to investigate the effectiveness o f a group 
supervision training model to enhance BCBT competencies in GPs. Importantly, this 
study will also feature a control period which will enable stronger conclusions about 
training to be reached than did Study 1. At the conclusion o f training, the effectiveness 
of group supervision will be evaluated, by examining: (a) changes in GPs’ knowledge, 
skills, confidence and frequency o f engagement in BCBT delivery, and (b) 
concomitant improvements in patient symptomatology levels.
9.2.1 Research Questions
Hypothesis 1. GPs’ confidence in delivering CBT will improve from pre­
supervision to post-supervision.
Hypothesis 2. Group supervision will improve GPs’ CBT knowledge from pre­
supervision to post-supervision.
Hypothesis 3. Group supervision will produce significantly greater enhancements o f 
both BCBT and counselling skills in GPs. BCBT skills are predicted to improve to a 
greater extent than counselling skills from pre- to post-supervision.
Hypothesis 4. GPs’ frequency o f engagement in BCBT will increase from pre­
supervision to post-supervision.
Hypothesis 5. Patients treated by GPs in group supervision will experience a 
decrease in psychiatric symptomatology from pre-supervision to post-supervision.
Hypothesis 6. It is expected that GPs’ confidence in using BCBT at post­
supervision will not be significantly correlated with actual BCBT knowledge or skills
level.
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9.3 Method
9.3.1 Participants
Thirty-two GPs, participated in the study; 19 males and 13 females. The sample 
ranged in age from 36 to 73 years o f age, with a mean age o f 50 years. There were six 
groups in total with five or six GPs in each group. One group was from Sydney, and 
the remaining five were from regional NSW. A total o f four participants dropped out 
due to competing professional development interests, three of whom did so before 
group commenced. Due to the early drop-out rate, those four participants were not 
included in the N  total o f 32. Participating GPs were eligible for continuing medical 
education points from the Royal Australian College of General Practitioners. Although 
group supervision was initially envisaged as a follow-up to introductory CBT training 
(SPHERE), attendance at SPHERE was not a prerequisite in this instance. 
Exclusionary criteria were avoided to enable access to a new wave o f GPs that had 
become interested in CBT because of the Better Outcomes initiative (Hickie, Pirkis et 
al., 2004), but had not previously accessed training.
9.3.1.1 Recruitment
As was discussed in Study 1, the group supervision program was jointly initiated by 
the University o f Wollongong (UOW) and the Illawarra Division o f General Practice 
(IDGP), in response to a GP needs assessment. Subjects were initially recruited to the 
study by a promotional flyer, sent from the local Divisions o f General Practice. GPs 
who expressed interest, received a practice visit by the author (RCM) for informational 
purposes. GPs recruited through this process (self-selection) were placed on a list, and 
later assigned to groups depending on suitable starting times for GPs. Information
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sheets and consent forms for GPs and patients are included in Appendix A. Ethics 
approval for this process was obtained from The University o f Wollongong’s Ethics 
Committee in 2004 (see Appendix B).
9.3.2 Measures
An inventory o f the questionnaires and rating scales utilised in this study is as 
follows:-
General Practitioners
• Demographic Questionnaire (see Appendix M for questionnaire). This brief 
demographic survey included the following questions: (a) age, (b) gender, (c) years 
o f experience as a GP, (d) previous CBT training and (e) frequency o f use o f 
BCBT in clinical practice. Question (e) -  frequency o f use o f BCBT in clinical 
practice - was readministered at the completion o f group supervision. •
• Therapist Performance Rating Scale (TPRS; see Appendix N for questionnaire). 
The TPRS is a rating scale, comprising o f 19 items, used to quantify CBT skills 
based on an actual or recorded (e.g., videotaped) therapy session (Gonsalvez, 
2004). A paucity o f rating scales were available that contained items suitable for 
assessing GPs. The rating scale from Study 1, developed for this purpose, was 
deemed unsuitable because assessors had found it too complicated, rendering 
results unreliable. The TPRS is simple to use, and whilst it was devised with 
traditional CBT in mind, it is amenable to briefer CBT models. Moreover it has 
been used to rate the CBT skills o f Masters o f Clinical Psychology interns for 
several .years, and hence can be used in making a comparison between GPs’
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performance and that o f psychology trainees. The TPRS was further chosen 
because it comprises both counselling and CBT subscales, a differentiation that is 
o f value because it helps discriminate between CBT schools that place greater 
emphasis on the use o f counselling skills (e.g., Beck), and those that do not (e.g., 
Ellis). Given this study adopts a Beckian approach, this scale is helpful in 
differentiating changes in therapist performance resulting from improved 
counselling skills only (e.g., training in basic counselling approaches), from those 
derived through CBT training. It is expected that both counselling and BCBT skills 
should improve with training, with a greater magnitude of improvement in the 
latter. BCBT skills are predicted to improve to a greater extent than counselling 
skills because all training sessions, with the exception of one counselling session, 
are targeted at imparting CBT.
Seven items from a total o f nineteen were selected for use in this study including:-
1. Psycho education skills
2. Other behavioural/cognitive restructuring
3. Use o f homework
4. Overall choice and implementation of behavioural/cognitive strategies
5. Rapport and engagement
6. Therapist proficiency and competence
7. Overall rating of counselling skills
Items chosen from the TPRS were based on the major objectives for group 
supervision training (see section 9.3.3.1). Item 4 comprises a combination of two
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original items from the TPRS. “Overall choice and implementation o f cognitive 
strategies” and “Overall choice and implementation o f behavioural strategies” was 
merged into one. This modification was made as GPs would be engaging in the 
delivery o f one strategy (behavioural or cognitive) only. Likewise, Item 2 was also 
a merging o f two items, for the same reasons as above. Items 1 -4 represent skills 
specific to BCBT and comprise the brief cognitive behavioural subscale, and items 
5-7 represent generic counselling skills that are relevant to CBT and several other 
psychotherapies. These items form the counselling skills subscale.
Each trainee therapist receives a score on each item on a likert scale ranging from 1 
to 6. Scores across items are averaged, resulting in an overall score ranging from 1­
6, which can be interpreted through the use o f competence levels including: (a) 
Incompetent (averaging 0-1 scores), (b) Novice (1-2), (c) Advanced Beginner (2­
3), (d) Basic Competence (3-4), (e) Proficient (4-5) and (f) Expert (5-6). Each 
scoring level is accompanied by a detailed description o f expected performance at 
that level.
The scaling (from Novice to Expert) used by the TPRS was influenced by the 
levels of competence described by Dreyfus (1989) and by the Revised Cognitive 
Therapy Scale (James, Blackburn & Reichelt, 2001), and has evolved over several 
years o f rating the development o f CBT competencies in clinical masters and 
doctoral postgraduates (Gonsalvez, 2004). As reliability and validity is not yet 
established, the current study will examine the psychometric properties o f this
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modified version including inter-rater agreement, internal consistency and 
clustering o f items within subscales.
• Brief CBT Knowledge Questionnaire (see Appendix O for questionnaire). In the 
absence o f established tests for these purposes, a new questionnaire was devised by 
the author, to test clinical integration o f knowledge for each o f the program 
objectives (outlined in 9.3.3.1). It represents an advance on the BM-BACK from 
Study 1, in that it measures clinical integration of knowledge. Educators have 
argued that measures o f clinical integration of knowledge are superior to measures 
of knowledge alone (Ramsden, 1992). The majority o f the questionnaire refers to 
the case study utilised in the role-play skills test. There are 9 questions in total, and 
scores for each question range between 0 and 3, with the highest score possible at 
27. GPs are given 10 minutes for completion of the questionnaire. The 
psychometric properties o f this instrument have not yet been established. •
• Brief CBT Confidence Questionnaire (BCQ; see Appendix P for questionnaire). 
The 12-item questionnaire is used to measure GP confidence in delivering Brief 
CBT. GP feedback from Study 1 indicated that the SLQ-R, used previously as a 
measure o f confidence levels, had not been a good fit for general practice 
psychiatry (see section 8.7; McNeill et al., 1992). A search for questionnaires to 
measure confidence in delivering CBT revealed that none were available, therefore 
a questionnaire dealing with the professional s perception of adequacy and 
confidence was borrowed from another clinical domain (Alcohol and Alcohol 
Problems Perception Questionnaire, AAPPQ; Cartwright, 1980), and modified to
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the current situation. Two scales were chosen from the AAPPQ, which was 
justified given that each independent scale is statistically reliable (Gorman & 
Cartwright, 1991). The two scales are:
1. Role adequacy, or the way GPs feel about the adequacy o f their knowledge and 
skills in BCBT (comprising 6 items).
2. Professional self-esteem in working with this specific task (conducting BCBT 
with mental health patients; comprising 6 items).
Questions were modified from a focus on therapy for alcoholism, to the delivery o f  
BCBT for patients with mental health problems (in general practice). For example 
the item “All in all I am inclined to feel I am a failure with drinkers” changes to 
“All in all I am inclined to feel I am a failure when delivering BCBT to mental 
health patients”. The response format from the original scale, namely, a modified 
likert scale ranging from 1 (strongly disagree) through to 7 (strongly agree) was 
preserved. Total scores ranged from 7 to 84. Five minutes is needed to complete 
this questionnaire.
Patient Self-reports
Depression, Anxiety and Stress Scale -  42 (DASS-42; see Appendix I for 
questionnaire). The DASS-42 was again adopted in Study 2, as it was well received 
by both GPs and patients in Study 1. An overview o f the scale and its psychometric 
properties can be seen in section 6.2.2. The HADS was not used in Study 2 in the 
hope that a briefer intervention would encourage greater collection o f patient data.
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9.3.3 Procedures
A Steering Committee for the main trial was formed in 2004, comprising Illawarra 
Division o f General Practice and University o f Wollongong staff from a broad range o f 
disciplines, alongside GPs who had participated in the pilot project. Over a period of 6 
months, this consultative community group developed a plan for the dissemination of 
the BCBT group supervision project in the Illawarra region (for more information 
about the Steering Committee representatives see the acknowledgements section in the 
Facilitator’s Manual in Appendix Q). This collaboration was in line with best practice 
identified in the educational literature (described in section 3.1.1; Hodges et al., 2001). 
The project was later extended to include a small sample from southern Sydney, 
working in collaboration with the Sutherland Division o f General Practice.
Figure 4 provides an overview of the timeline in which each group took place. The 
first two groups were held in the Illawarra region in 2004. These two initial groups 
were run without the waitlist control period. In late 2004, three more groups of GPs 
from the Illawarra commenced training, before the final group from Sutherland
commenced in mid 2005.
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Figure 4. Study 2: Timeline of BCBT Group Supervision Groups and Control 
Periods (S = September, O = October etc).
The initial two groups were run without the waitlist control period, using a one- 
group pre-test post-test design (Campbell & Stanley, 1963). For the remaining four 
groups a quasi-experimental repeated measures design was utilised. (Cook & 
Campbell, 1979). GPs served as their own waitlist controls for a 3-month period prior 
to commencing group (baseline to pre-supervision; see Figure 4). Whilst the waitlist 
period was considerably shorter (3 months) than the actual length o f training (6 
months), the likelihood of GPs remaining on a waitlist for longer than 3 months, 
precluded a more equitable interval.
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9.3.3.1 CBTgroup supervision program
The program was conducted over 2 hours, every 3 weeks, for approximately 6 
months (8 sessions in total). Training for the six groups altogether extended over an 
18-month period. A structured format was utilised over the length of the course, with 
facilitators following training manuals for group supervision (Murrihy & Byrne, 2004, 
see Appendix Q). The GPs also received participant training manuals (Murrihy & 
Byrne, 2004 see Appendix Q). The program objectives, derived from focus group 
feedback and steering committee input, were as follows:
1. To aid GPs in managing the delivery o f BCBT in general practice settings (e.g., 
dealing with time pressures, overlapping medical and psychological problems).
2. To increase GPs’ confidence in selecting patients likely to respond within a 
brief time frame, and without specialist expertise.
3. To improve GPs’ active listening skills.
4. To increase GPs’ skills in delivering mental health psycho education.
5. To improve GPs’ knowledge and skills in delivering brief behavioural 
strategies.
6. To improve GPs’ knowledge and skills in delivering brief cognitive strategies.
The structure for each group supervision session, as in Study 1, followed CBT 
supervision procedures advocated by Liese & Beck (1997). This enabled the facilitator 
to model the process o f BCBT agenda setting and adherence. At the commencement of 
each session the facilitator collaboratively set an agenda which included: (a) 
homework review, (b) urgent case management issues (crisis cases), (c) skills training, 
(d) case discussion, and (e) a homework task.
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Training was delivered in a workshop style format with role modelling, behaviour 
rehearsal, feedback, provision o f information and interactive discussion. The first hour 
o f group supervision typically comprised agenda setting, knowledge and skills training 
(the manual outlines knowledge and skills to be learnt for each session, for example, 
session 6 reviews behavioural techniques), with the second hour focusing on case 
presentation.
The groups were facilitated by experienced Psychologists (three Clinical 
Psychologists and one Intern Clinical Psychologist [RCM] were used across six 
groups). Clinical Psychologists were chosen for their combination o f clinical 
experience with CBT and background in tertiary education. Funding for the project 
came from a range of sources including the Australian Psychological Society, Pfizer 
and Wyeth Pharmaceuticals, and the Illawarra Institute for Mental Health.
9 3 3 ,2  Schedule o f assessment
Table 7 details the schedule o f assessment (in order o f presentation) given to GPs 
across time for Groups 3-6.
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Table 7
Schedule of Assessment Given to GPs Across Time in Study 2.
Baseline* Pre-supervision 
(3mths later)
Post-supervision 
(6 months later)
GPs:-
Demographics Demographic
Questionnaire
Demographic
Questionnaire
Demographic
Questionnaire
Skills Videotaped Skills 
Role-play. Therapist 
Performance Rating 
Scale
Videotaped Skills 
Role-play. Therapist 
Performance Rating 
Scale
Videotaped Skills 
Role-play. Therapist 
Performance Rating 
Scale
Knowledge Brief CBT
Knowledge
Questionnaire
Brief CBT
Knowledge
Questionnaire
Brief CBT
Knowledge
Questionnaire
GP
Confidence
Brief CBT
Confidence
Questionnaire
Brief CBT
Confidence
Questionnaire
Brief CBT
Confidence
Questionnaire
Patients:-
Symptoms Depression Anxiety 
and Stress Scale - 42
Depression Anxiety 
and Stress Scale - 42
Depression Anxiety 
and Stress Scale - 42
Note. *Saseline measures were not administered to Groups 1 and 2.
The first two GP groups complete measures at pre- and post-supervision only. The 
remaining four groups complete measures on three occasions: baseline (3 months prior 
to supervision), at the start of, and at the completion of group supervision.
GPs were asked to nominate patients with depression and/or anxiety-related 
disorders that they planned to treat with BCBT. Following informed consent from 
these patients, the DASS was administered before commencement of group
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supervision, and then again at the completion o f treatment or group supervision, 
whichever came first. The use o f anxiolytic and anti-depressant medication during 
treatment was also monitored.
9 3 3 3  Videotaped skills role-play evaluation procedure
Recruitment fo r  videotaped skills test. In Study 2, as part o f recruitment, GPs received 
a practice visit wherein the importance o f the videotaped skills test was emphasized. It 
was further explained that this project is research-based and commitment for co­
operation in the videos across all testing times was sought. Additionally, if  GPs could 
not attend the final session, the author (RCM) made a practice visit shortly thereafter to 
collect video data.
Development o f  role-play scenarios. Three different role-play scenarios were utilised, 
across the three points o f assessment, to enable scoring using the TPRS. To ensure 
patient presentations were matched in terms o f difficulty, a pilot experiment was 
conducted with the three scenarios. Postgraduate psychology students were chosen for 
this experiment. New Masters o f Clinical Psychology students, having not yet received 
CBT training, are at approximately the same CBT skills level as GPs commencing 
group supervision. Seven students participated in all three role-plays and were rated on 
the modified version o f the TPRS. They also completed the accompanying short- 
answer knowledge questionnaire. Comparable scores on tests indicated that role-plays 
are matched in terms o f difficulty, which would strengthen any conclusions made 
concemmg skills and knowledge outcomes. Also, to avoid repetition and memory 
effects influencing performance positively, different scenarios were used on each 
testmg occasion. The scenario presentation order was counterbalanced across subjects
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to ensure that mean difficulty level for scenarios for each group, at each time, were 
relatively comparable.
Preparation fo r  confederate in videotaped skills test. The students playing confederate 
roles included the author and another student volunteer from the postgraduate clinical 
program at the University o f Wollongong (both were Doctor of Clinical Psychology 
students). Both confederates had the role-play scripts, along with written performance 
instructions, a week prior to assessment. They were instructed to familiarise 
themselves with the patient roles.
Preparation fo r  GPs in videotaped skills test. In the videotaped skills test, the 
evaluator took the subject to a quiet room and read instructions from a script, outlining 
the tasks required o f the subject during the role-play (detailed below). The subject was 
then given these instructions in written form along with a case study o f the patient (see 
Appendix N). This case study comprised background information from a fictional first 
session with the patient. GPs were instructed to complete three tasks during the role- 
play which included: (a) delivery o f a rationale for treatment, (b) conducting a brief 
behavioural or cognitive intervention (e.g., controlled breathing), and (c) setting a 
related homework task. The GPs were given 5 minutes to prepare.
Procedure during videotaped skills test. The role-plays were conducted in the 
postgraduate student training clinic at the University of Wollongong, and at various 
general practices. Subjects were given 10 uninterrupted minutes to complete the role- 
play. At the time o f testing, only the GP and confederate were in the room. Small video 
cameras were located in the comer of the room. When the role-play concluded, the
130
evaluator conducted a short debriefing with the subject about their experience o f  the 
role-play performance.
Evaluation o f the role-play. Two Clinical Psychologists received training in the use o f  
the TPRS scale, including the viewing o f two videotaped role-plays in which ratings o f 
both experts are compared, and discrepancies discussed. Raters were required to be at 
90% agreement before training was considered adequate. Eighty-four role-plays, 
across three testing times, were randomly arranged onto videotapes. Tapes 1-50 were 
given to Rater 1, and tapes 30-84 to Rater 2 (an overlap o f 30-50 was used to 
determine inter-rater agreement). Raters were blind as to what stage o f group 
supervision the tape was recorded.
9.4 Analyses
All results were analysed using the SPSS Statistical Package 12.0. SPSS Data and 
Output files o f all statistical procedures, significant and non-significant, are attached in 
e-copy in Appendix R. Significance was tested at an alpha level o f p < .05. In the case 
of ANOVAS, Huynh-Feldt corrections where used when Sphericity assumptions were 
violated. In addition, F-Max violations were addressed by adjusting to a more 
conservative alpha o f p < .01.
Psychometric properties o f the Therapist Performance Rating Scale will be 
examined using Hierarchical Clustering (discriminant validity o f scales), Cronbach’s 
alpha (internal consistency within each scale), and intraclass correlations (inter-rater 
agreement).
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As four groups (Groups 3-6) were assessed at three time points (baseline, pre- and 
post-supervision), and two GP groups (1-2) at two data points only (pre- and post­
supervision), the data were separated for analysis. The four groups henceforth will be 
referred to as Group A (3-6), and the remaining two groups: Group B (1-2).
Data from Group A were subjected to a 2 Skills (BCBT and counselling skills from 
the TPRS) x 3 Time (baseline, pre-supervision and post-supervision) repeated 
measures ANOVA (groups 3-6). For the time factor, significant main effects were 
followed up by two separate contrasts: baseline versus pre-supervision, in order to 
investigate changes over the control period; and pre-supervision versus post­
supervision, in order to examine changes associated with supervision. For Group B 
(groups 1-2) a Wilcoxin Signed-Rank Test is used (due to small sample size) to 
determine within-group, supervision-related skills differences (pre-supervision versus 
post-supervision) for both BCBT and counselling skills.
BCBT knowledge and confidence measures from Group A were investigated used a 
one-way repeated measures ANOVA for the Time factor (baseline, pre- and post­
supervision). Significant main effects were followed up by two separate simple 
contrasts; baseline versus pre-supervision in order to investigate changes over the 
control period; and pre-supervision versus post-supervision in order to examine 
changes over the training period. For Group B (groups 1-2) a Wilcoxin Signed-Rank 
Test is used to determine within-group, supervision-related differences (pre­
supervision vs. post-supervision) across the knowledge and confidence variables.
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GPs’ frequency o f engagement in BCBT therapy at baseline, pre-supervision and 
post-supervision was investigated using Friedman’s Test (for ordinal data) to provide a 
within-subjects comparison. If  significant results are found, Post hoc analyses will be 
conducted using the Wilcoxin Signed-Rank Test, comparing differences in BCBT 
engagement between baseline and pre-supervision, and pre-supervision and post­
supervision. Group B is analysed using the Wilcoxin Signed-Rank Test comparing 
BCBT engagement by GPs at pre-supervision and post-supervision.
Associations between (a) GPs’ confidence in using BCBT and post-supervision 
BCBT knowledge and skills scores, (b) years o f experience as a GP and supervision 
related outcomes, and (c) previous CBT training and supervision related outcomes, 
were measured using Pearson’s product moment correlations.
Changes in patients’ psychiatric symptomatology at pre-supervision and post­
supervision were examined using paired t-tests.
CHAPTER 10. RESULTS
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10.1 W ork Experience of GPs
Table 8 summarises levels o f work experience for the six GP groups.
With regard to overall experience as a GP, the sample varied considerably. Experience 
levels as a GP ranged from 5 to 45 years, with a mean experience level o f 20 years (SD  
= 9.46). Group 1 had the least experience (M = 14.00 years) whereas Group 2 had the 
most experience ( M =  26.60 years).
Table 8
W ork Experience of GPs Attending Group Supervision (in years)
Group N M ea n S ta n d a rd  D e v ia tio n
1 4 14.00 11.58
2 5 26.60 4.72
3 5 21.60 6.84
4 6 22.17 8.93
5 6 18.83 13.50
6 6 17.17 8.11
10.2 Levels of Prior CBT Training and Attendance Rates
Information regarding GPs’ level o f CBT training prior to commencing group 
supervision, and attendance rates is presented in Table 9.
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Attendance rates were high and very satisfactory, with GPs attending on average, 
87% o f sessions. GPs varied minimally in the amount o f CBT training undertaken 
prior to group supervision. Group 6 had a slightly higher group modal response (level 
2) for CBT experience than did the other groups (level 1). Most GPs however had 
somewhere between 1-20 hours o f prior CBT training (90.63%).
Table 9
Extent of Previous CBT Training Received by GPs for the Six Groups
N Level 1 Level 2 Level 3 Level 4 Attendance
1-10 11-20 21-30 31 rates
hours hours hours hours+
Group 1 4 2 1 1 0 92%
Group 2 5 4 1 0 0 85%
Group 3 5 4 0 1 0 84%
Group 4 6 5 1 0 0 92%
Group 5
6
5 1 0 0 79%
Group 6 6 2
|------ ;
0
1 92%
Total:- 32 22
(68.75%)
7
(21.88%)
2
(6.25%)
-1
1
(3.13%)
Average gp 
attendance
= 87.33%
10.3 Reliability of the Therapist Performance Rating Scale
The following results address reliability issues directly related to the Therapist 
Performance Rating Scale including (a) clustering o f subscales, (b) internal 
consistency o f subscales, and (c) inter-rater reliability. Following this, an investigation 
of the comparability o f the three scenarios used in the role-plays will be considered.
10.3.1 Subscales within the Therapist Performance Rating Scale
As discussed earlier, data from 7 items o f the TPRS (involving two subscales: 
BCBT and counselling skills) were subjected to Hierarchical Cluster Analyses (Ward’s 
method) to examine if  items within each subscale clustered together (see Figure 5). 
Data from blind-ratings o f 20 videotaped role-plays by two independent expert Clinical 
Psychologists was used for this purpose. The results are depicted in Figure 5 in the 
form o f a dendogram, within which closer spatial proximities between items suggest 
closer clustering.
According to the first dendogram (Rater 1) there is clear evidence o f BCBT and 
counselling items clustering independently. The second Rater’s scores (second 
diagram), follow a similar pattern, except for the Psychoeducation item which remains 
separate, independent from the two clusters. In sum, there is support for the integrity o f 
the two subscales, hence subscales scores will be used in future analyses.
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Rater 1
C A S E
Label Num
JICBtech 2
JIHomewo 3
JIGlobCB 6
JlPsyced 1
Jltherco 5
JIGlobco 7
JlRappor 4
Rater 2
C A S E
Label Num
J2CBtecn 2
J2GlobCB 6
J2homewo 3
J2Rappor 4
J2therco 5
J2Globco 7
J2Psyed 1
10 
—+■
15 
— +■
20 
—+■
25 
— +
10
•-+-
15 20 25
Figure 5. Hierarchical Clustering of the BCBT and Counselling Subscales
BCBT
CBtech -  CB technical skills 
Homewo - Homework 
GlobCB - Global CBT skills
Psyced - Psychoeducation
Counselling
Therco -  Therapeutic competence 
Globco -  Global counselling skills 
Rappo -  therapeutic rapport
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10.3.2 Internal Consistency o f  the TPRS Subscales.
Internal consistency for the 7 items o f the TPRS was examined using Cronbach’s 
alpha (N  = 20). The results are presented in Table 10. Results indicate that both the 
BCBT and counselling subscales have a high level of reliability.
Table 10.
Internal Consistency of the BCBT and Counselling Subscales for R ater 1 and 2, 
on the Therapist Performance Rating Scale
BCBT Items Counselling Items
Rater 1 0.97 0.95
Rater 2 0.94 0.93
In general the results from both the cluster analysis and internal consistency, 
suggest fairly good cohesion between items within each subscale, and good 
discrimination between the two subscales.
10.3.3 TPRS In ter-rater Reliability
In order to examine inter-rater agreement on the TPRS, the blind ratings o f the two 
raters were subjected to intra-class correlations (N  =  20). This test enables 
consideration of both rater association and their level o f agreement (rater bias) and is 
therefore preferred over the kappa statistic (for further discussion see Uebersax, 2003). 
The results are presented in Table 11.
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Inter-Rater Agreement for Items from the Therapist Performance Rating Scale
Table 11.
p---------------------- ------ -
Item Intraclass 
Correlation 
(single measures)
Intraclass 
Correlation 
(average measures)
Item 1
Psychoeducation
0.55 0.71
Item 2 
Cognitive 
/Behavioural 
Techniques
0.77 0.87
Item 3 
Homework
0.83 0.90
Item 4 
Rapport
0.51 0.67
Item 5
Therapeutic
Competence
0.41 0.58
Item 6
Global Measure of 
CBT
0.81 0.90
Item 7
Global Measure of 
Counselling
0.55 0.71
The results, using a two-way model with absolute agreement criterion, indicate a 
moderate-high level o f agreement between the raters (single measure) and a high level 
o f agreement when the average measure is considered (as defined by Cohen, 1988).
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10.3.4 Comparability o f Role-play Scenarios
Data from the seven university students used in this pilot were analysed using 
Friedman’s Test, and the results indicated that the three role-play scenarios were o f 
comparable difficulty levels, %r2 (2, n = 7) = 0.13,/? > .05 (Scenario 1 : M  = 10.86 [SD 
= 1.57]; Scenario 2: M =  10.86 [SD = 1.35]; Scenario 3: M =  10.86 [£D = 1.35]).
10.3.5 Summary
High internal consistency scores and results from hierarchical clustering are 
indicative o f good reliability and subscale integrity o f items within the TPRS. Inter­
rater agreement in Study 2 was less than ideal although within acceptable levels. 
Lastly, the three scenarios used for the role-played skills test are comparable in terms 
of difficulty level.
10.4 Supervision Effects on GPs’ BCBT Skills
Supervision’s effects on GP skills can be broken down into two questions o f 
interest.
1. Does group supervision enhance GPs’ BCBT and general counselling skills?
2. Does group supervision differentially affect GPs’ BCBT or general counselling 
skills?
Mean subscale scores, medians and standard deviations for the skills variable 
(including BCBT and counselling subscales) at baseline, pre-supervision and post­
supervision for GPs is presented in Table 12 (medians are included because o f small 
sample sizes)
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Group Mean Subscale Scores, Medians and Standard Deviations of GPs’ Skills (BCBT and Counselling Subscales) Performance 
at Baseline, Pre-supervision and Post-supervision.
Table 12
Baseline (range 1-6) Pre-supervision Post-supervision
Group BCBT
M  SD Mdn
Counselling 
M  SD Mdn
BCBT
M  SD Mdn
Counselling 
M  SD Mdn
BCBT
M  SD Mdn
Counselling 
M  SD Mdn
1 * * 2.44 0.90 2.13 2.92 1.52 2.83 3.50 1.85 3.25 3.58 1.64 3.67
2 * * 2.30 0.99 2.25 3.20 0.77 3.33 3.35 1.58 3.50 3.40 1.16 3.33
3 1.55 0.21 1.50 1.60 0.43 1.33 1.70 0.84 1.50 1.87 0.90 1.67 2.00 0.98 1.50 2.27 1.04 2.00
4 1.92 0.80 1.88 2.83 0.98 2.50 1.79 0.75 1.88 2.00 0.99 1.67 3.63 0.90 3.75 3.78 1.13 4.00
5 1.92 1.03 1.50 2.00 0.79 1.83 2.13 1.17 1.75 2.72 0.85 2.50 3.50 1.16 3.38 3.39 1.02 3.17
6 2.30 1.57 1.50 2.80 1.22 2.33 3.90 0.84 4.00 3.87 0.84 4.00 4.30 0.45 4.25 4.53 0.51 4.33
Grand
Mean
1.92 0.97 1.50 2.32 0.99 2.17 2.35 1.12 2.00 2.73 1.13 2.67 3.39 1.29 3.75 3.49 1.21 3.67
Note. *Baseline measures were not administered to Groups 1 and 2.
142
10.4.1 Group A Results
Results from Group A (groups 3-6), revealed a significant main effect for Time, 
F(2, 42) = 20.61, p  < .01. Further analysis revealed that, as hypothesised, supervision 
produced improvements in overall GP skills (pre-supervision to post-supervision), F( 1, 
21) = 22.99, p  < .01. No difference was found between baseline and pre-supervision, 
F( 1, 21) = 2.38, p  > .05, indicating that scores had remained constant over the control 
period. A moderate effect size for supervision was obtained as defined by Cohen 
(1988; at r|2 = 0.52).
For measures collapsed over the 3 time points, GPs had higher general counselling 
than BCBT skills, as indicated by a main effect for skills, F (l, 21), = 7.51, p  < .01. At 
baseline counselling scores (M =2.32, SD = 0.99) were higher than BCBT scores (M  = 
1.92, SD = 0.97).
Supervision positively influenced both CBT and general counselling skills in a 
comparable way (see Figure 6). There was a weak trend demonstrating that BCBT 
skills improved more than did counselling skills (1.04 vs. 0.76), however the Time x 
Skills interaction was not significant, F(2, 42), = 1.03,/? > .05.
It is noted that one GP from Group 6 did not complete the skills test due to time
restraints.
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Figure 6. Comparison of GPs’ Group Mean Subscale Scores (Therapist 
Performance Ratings Scale) for BCBT and Counselling Skills over Baseline, Pre­
supervision and Post-supervision for Group A.
10.4.2 Group B Results
Results from Group B (groups 1 -2) demonstrated a significant difference between 
skills pre- and post supervision, T(z = -2.20, p  < .05, P o sitive  M ean  R ank  = 5.13). 
BCBT skills were found to be significantly affected by supervision T(z =  -2.02, p  <  
.05, P o sitive  M ean  R ank  = 5.64), however counselling skills were not, T(z = -1.54, p  > 
.05, N eg a tive  M ean  R ank  = 5.00) - although a trend towards improvement was noted
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(see  F ig u re  7). A t th e  co m m en cem en t o f  tra in in g , sco res  o n  th e  c o u n se llin g  v a ria b le s  
{Mean = 3 .07 , SD = 1.09 ) w ere  h ig h er th an  B C B T  sco res {Mean = 2 .36 , SD =  0 .89 ).
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Figure 7. Comparison of GPs’ Group Mean Subscale Scores (Therapist 
Performance Ratings Scale) for BCBT and Counselling Skills over Pre­
supervision and Post-supervision for Group B.
10.4.3 Summary
T h e  resu lts  in d ica te  tha t, as h y p o th esized , B C B T  sk ills  im p ro v ed  o v e r  th e  
su p erv is io n  period . T his im p ro v em en t w as in  c o n tra s t to  th e  co n tro l p e rio d  in  w h ic h  no
145
significant change took place, This finding was consistent across both Group A and B. 
Supervision also improved counselling skills at a significant level for Group A. 
Marginal improvement in counselling skills was evident for Group B, however results 
were not statistically significant.
An advantage of using the TPRS was that BCBT skills o f GPs and Masters of 
Clinical Psychology postgraduates could be compared. Based on data derived from the 
University o f Wollongong training program (Gonsalvez, 2004), BCBT skills o f GPs 
(.M  = 3.39 -  falling in the “advanced beginner” to “basic competence” band) were 
basic and significantly inferior to BCBT skills of Clinical Psychology postgraduates 
who have completed their first year o f clinical training (M = 4.20 -  falling in the “basic 
competence” to “proficient” band). In other words, GPs are capable o f administering 
BCBT to uncomplicated presentations at a basic level. Over the supervision period, 
GPs moved from a novice BCBT skills level to that o f a competent practitioner.
10.5 Supervision Effects on GPs’ Knowledge in BCBT
10.5.1 Comparability o f Knowledge Questionnaires
Group means and standard deviations for student BCBT knowledge, across three 
knowledge questionnaires (Brief CBT Knowledge Questionnaire), are presented in 
Table 13.
The results from a pilot study conducted for a student sample (n = 7), examining the 
equivalence of the three knowledge questionnaires, revealed no significant differences 
between the three knowledge measures, %r2 (2, n = 7) = 0 .44, p  < .05. These results,
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together with the observation that means and standard deviations for the three 
questionnaires are very similar, justify confidence in the comparability o f the three 
questionnaires.
Table 13.
Comparing the Level of Difficulty of Three BCBT Knowledge Questionnaires: 
Group Means and Standard Deviations for Student Performance.
Case Scenarios Brief Knowledge
Questionnaire
M S D
Scenario 1 12.29 3.35
Scenario 2 12.14 3.72
Scenario 3 12.14 2.79
10.5.2 Group A Results
Means, medians and standard deviations for the knowledge variable at baseline, 
pre-supervision and post-supervision for GPs is presented in Table 14 (medians are 
included because of small sample sizes).
Results o f the one-way repeated measures ANOVA indicated a statistically 
significant main effect for Time, F (2, 44) = 126.16, p  < .01 (alpha set at .01 due to F- 
max violation). Further analyses revealed that no significant difference was evident 
between scores during the control period, F (1, 22) = 0.70, p  >  .05, but GP knowledge
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significantly improved during the supervision period F (l, 22) = 138.99, p  <  .01 (see 
Figure 8). A large effect size for training was observed (rj2 = 0.86).
Table 14
Group Means, Medians and Standard Deviations of GPs’ Knowledge 
Performance (Brief Knowledge Questionnaire) at Baseline, Pre-supervision and 
Post-supervision.
Baseline 
(range 0-27)
Pre-supervision Post-supervision
Group M  S D  M dn M  S D  M d n M  S D  M d n
1 * 7.50 1.22 7.75 16.13 2.17 16.25
2 * 7.70 3.13 7.00 18.60 4.23 20.50
3 7.80 0.57 8.00 7.60 0.55 8.00 13.70 2.91 13.00
4 8.33 1.03 8.00 8.50 1.34 8.00 15.92 2.80 16.25
5 8.67 2.32 7.75 8.58 2.65 9.50 21.33 3.72 22.00
6 10.33 3.04 9.25 11.08 3.56 9.75 23.67 3.78 25.00
G rand
Mean: 8.83 2.14 8.00 8.61 2.56 8.00 18.48 4.70 18.00
N ote. *#aseline measures were not administered to Groups 1 and 2
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10.5.3 Group B Results
A significant difference was found on BCBT knowledge performance between pre- 
and post-supervision, T(z = -2.67; p  <  .01, P o sitiv e  M ean  R ank  = 5.00), in the expected 
direction (see Figure 8). These results further support the hypothesis that GPs improve 
their BCBT knowledge over the course o f group supervision.
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Figure 8. Mean Knowledge Scores (BCBT Knowledge Questionnaire) for 
GPs in Groups A and B at Baseline, Pre-supervision and Post-supervision.
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10.5.4 Summary
The results present convincing evidence that supervision improved GP knowledge, 
whereas no improvement occurred during the control period. The knowledge 
questionnaire scores ranged from 0 to 27. The average score across the 6 groups 
increased 10 points over training, from a pre-supervision mean o f 8.61 (SD = 2.56) to a 
post-supervision group mean o f 18.48 (SD = 4.70), suggesting substantial 
improvement.
10.6 Supervision Effects on GP Confidence in Delivering BCBT
Means, medians and standard deviations for the confidence variable at baseline, 
pre-supervision and post-supervision for GPs is presented in Table 15.
10.6.1 Group A Results
The one-way repeated measures ANOVA, yielded a significant main effect for 
Time, F(1.71, 37.52) = 40.16, p  = < .01. There was no difference found between 
baseline and pre-supervision, F(l,22) = 0.03, p  > .05. Moreover, a significant 
difference was revealed over the experimental period between pre- and post­
supervision, F(1, 22) = 43.30, p  < .01. Thus, results suggest that GPs’ confidence in 
delivering BCBT has increased with participation in group supervision, in comparison 
to a control period (see Figure 9). The training has achieved a large effect with relation 
to confidence levels (r| = 0.66).
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Table 15
Group Means, Medians and Standard Deviations of GPs’ Confidence in 
Administering BCBT (BCBT Perceptions Questionnaire) at Baseline, Pre­
supervision and Post-supervision.
Baseline (range 
12-84)
Pre-supervision Post-supervision
Group M  S D  M dn M  S D  M d n M  S D  M d n
1 * 45.75 5.97 48.00 68.25 8.54 66.00
2 * 40.20 7.22 42.00 55.80 4.27 55.00
3 40.20 7.46 42.00 43.20 10.80 44.00 57.80 6.34 56.00
4 39.17 9.24 39.00 38.00 10.32 40.50 58.17 12.02 59.50
5 35.50 6.63 36.50 33.33 11.83 31.00 57.33 9.05 58.00
6 54.67 9.50 57.00 54.33 14.62 58.00 67.00 3.35 67.00
Grand
Mean: 42.48 10.86 42.00 42.31 12.21 43.50 1 60.50 8.75 61.50
Note, baseline measures were not administered to Groups 1 and 2.
1 0 .6 .2  G rou p  B  R e su lts
A significant difference was found on BCBT confidence pre- and post- supervision 
training, T(z =  -2.61 \ p  < .01, Positive Mean Rank = 5.00), in the expected direction 
(see Figure 9).
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Figure 9. Mean Confidence Scores (BCBT Perceptions Questionnaire) for GPs in 
Groups A and B at Baseline, Pre-supervision and Post-supervision^
10.6.3 Summary
These results from Group B buttress earlier findings from Group A, and suggest 
that GPs do improve their BCBT confidence over the course of group supervision 
training. On the 7-point likert scale, where 1 is anchored by strongly disagree and 7 
strongly agree, GPs’ mean score at post supervision equalled 5 (compared to 3.5 at 
pre-supervision), indicating a reasonably high level of confidence.
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10.7 Does Frequency of Engagement in BCBT Increase After Participation in
Supervision?
Means, medians and standard deviations for the frequency o f engagement in BCBT 
variable at baseline, pre-supervision and post-supervision for GPs is presented in Table 
16.
10.7.1 Group A Results
Results from the Friedman analysis for Group A indicate a significant difference 
for Time yx2 (2, n = 23) = 28.50,/? < .01 (see Figure 10 below). Further analysis using 
Wilcoxin Signed-Rank test revealed that there was no significant differences during 
the control period, T(z = -1.73, p  < .05; Positive Mean Rank = 2.00 ). In contrast 
however, GPs were engaging in significantly more BCBT sessions with patients at 
post-supervision, as compared with pre-supervision stages, T(z = -3.50, p  < .01; 
Negative Mean Rank = 8.00).
10.7.2 Group B Results
As hypothesised, results indicated that group supervision resulted in a significant 
rise in the number of BCBT sessions undertaken by GPs between pre-supervision (M = 
3.67 [£D = 1.73]) and post-supervision (M = 2.78 [SD = 1.39]; T z  = -2.53; p  < .05, 
Negative Mean Rank = 4.00).
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Table 16
Group Means, Medians and Standard Deviations of the Number of BCBT 
Sessions U ndertaken by GPs (Demographics Questionnaire) at Baseline, Pre­
supervision and Post-supervision (measured by ranges; lower numbers = greater 
participation).
Baseline Pre-supervision Post-supervision
Group M  SD Mdn M  SD Mdn M  SD Mdn
1 * 3.25 1.50 3.00 2.50 1.29 2.50
2 * 4.00 2.00 4.00 3.00 1.58 3.00
3 3.80 0.84 4.00 3.80 0.84 4.00 2.80 1.10 2.00
4 4.50 1.05 4.50 4.83 1.33 5.00 3.50 1.22 3.00
5 5.33 1.21 6.00 5.50 1.22 6.00 4.00 1.79 4.50
6 3.67 1.86 4.00 3.67 1.86 4.00 2.50 1.38 2.50
G rand
Mean: 4.35 1.40 4.00 4.25 1.59 4.00 3.09 1.42 3.00
Note, baseline measures were not administered to Groups 1 and 2.
Categories: 1 = once a day, 2 = more than twice/wk, 3 = twice/ week, 4 = once/wk, 
5 = once a fortnight, 6 = less than once/fortnight.
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Figure 10. Frequency of Patient Engagement in BCBT at Baseline, Pre­
supervision, and Post-supervision for a Combined Group A and B (measured by 
ranges; lower scores = greater participation).
10.7.3 Summary
Group A and Group B results demonstrate a clear pattern o f increased numbers o f 
BCBT sessions being delivered by GPs after training, when compared to a control 
period.
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10.8 Do Increases in BCBT Skills and Knowledge Translate into Patient
Improvements?
Means, standard deviations and significance scores for patient outcomes on the 
DASS-42 at pre-supervision and post-supervision are presented in Table 17.
10.8.1 Group A Results
For Group A, sixteen current patients volunteered to participate in the study. 
Results found no significant change between pre-supervision and post-supervision on 
the depression, anxiety or stress scales.
10.8.2 Group B Results
For Group B, 19 patients were recruited to the study (14 were from Group 1 alone). 
In contrast to Group A, significant differences, in the expected direction, were found 
between pre-supervision and post-supervision on all scales. Patients demonstrated 
significantly lower levels o f depressive symptomatology at post-supervision compared 
to pre-supervision. Similarly scores on the anxiety and stress subscales were also lower 
at post-supervision than pre-supervision (see Table 17).
GPs from Group 6 were not able to recruit any patients for the study, citing a lack 
of presenting patients over the one-month recruiting period.
10.8.2.1 Medication effects on patient outcomes
The study sought to examine medication effects by requesting details o f medication 
usage. Analyses could not be conducted however as over one-third o f patients in total
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did not complete this question.
10.8.3 Summary
Different results are evident between patients o f GPs in Groups A and Group B. 
Group B patients’ experienced significantly lower depression, anxiety and stress 
symptomatology between pre-supervision and post-supervision. In contrast, results for 
Group A revealed that patients did not demonstrate significant improvements across 
any of the subscales.
Table 17.
Comparisons of Depressive, Anxious and Stress Symptoms among Patients of GPs 
Attending Group Supervision. Means Scores, S tandard Deviations and Paired T- 
Test Statistics for Patients across Pre-supervision and Post-supervision (DASS- 
42; lower scores indicate improvement in psychiatric symptoms).
DASS-42 Depression 
Subscale 
*p < .05
Anxiety
Subscale
Stress
Subscale
Group A: M  SD M  SD M  SD
Pre­
supervision
19.50 13.43 16.69 10.81 23.75 13.39
Post­
supervision
17.13 10.25 16.19 11.13 22.13 9.08
T  statistic ¿(15) = 0.55 ¿(15) = 0.12 1(15) = 0.34
p  value .59 .91 .74
Group B:
Pre­
supervision
17.16 8.81 16.47 9.60 19.74 7.77
Post­
supervision
11.84 5.78 10.53 5.36 10.95 4.85
T  statistic
m
1(18) = 2.57 ¿(18) = 2.72 1(18) = 4.70
p  value .02* .01* .00*
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10.9 Did Previous CBT Training Influence Group Supervision Outcomes?
This question was addressed by correlating levels o f previous CBT training with 
supervision related outcomes. Outcomes were determined by computing the difference 
scores between pre-supervision and post-supervision counselling skills, BCBT skills, 
and knowledge variables. Supervision had a more positive impact on GPs with lower 
levels o f CBT training, when compared to those with higher levels o f training, with 
regard to BCBT skills (r(31) = -0.42,/? < .05). Previous CBT training did not influence 
knowledge and counselling outcomes (knowledge: r(32) = -0.13,/? > .05; counselling: 
r(31) = -.04,/? > .05).
10.10 Did Years of Experience Influence Group Supervision Outcomes?
Years o f experience as a GP was correlated with supervision-related enhancements. 
Outcomes were determined by computing the difference scores between pre­
supervision and post-supervision counselling skills, BCBT skills, and knowledge 
variables. Results indicated no significant correlations between years o f experience 
and BCBT (r(31) = 0.10, p  > .05), counselling (r(31)= 0.16, p  > .05) or knowledge 
variables (r(32)= -0.03,/? > .05).
10.11 Are Enhancements of Confidence Related to Enhancements of BCBT
Knowledge and Skills?
Pearson’s product moment correlations between GPs’ BCBT confidence, 
knowledge and skills levels are computed and presented in Table 18.
Results indicated that confidence in administering BCBT was not significantly 
correlated with either BCBT knowledge or skills levels. This pattern was consistent at
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both pre-supervision and post-supervision. Significant positive relationships were 
found however between BCBT skills and knowledge on both pre-supervision and post­
supervision measures, indicating that higher levels o f knowledge were generally 
associated with better skills.
Table 18
Correlations Between GPs’ BCBT Confidence, Knowledge and Skills Levels.
Knowledge 
*p < .05
Confidence BCBT Skills
Pre-supervision
Knowledge
(TV = 32)
r = 0.03
p  = 0.88
r = 0.39 
p  = 0.03*
Confidence 
(TV =32)
r = 0.03
p  = 0.88
r = 0.25
p  = 0.18
BCBT Skills
(TV =31)
r = 0.39 
p  = 0.03*
r = 0.25
/7 = 0.18
Post-supervision
Knowledge
(TV = 32)
r = -0.01 
p  = 0.95
r = 0.43
p  = 0.02*
Confidence 
(TV =32)
r = -0.01 
p  = 0.95
r  = 0.10
p  -  0.61
BCBT Skills
(TV =31)
r = 0.43
p  = 0.02*
r  = 0.10
p  = 0.61
CHAPTER 11. OVERALL DISCUSSION: STUDIES 1 AND 2
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Results from this study are highly supportive o f the effectiveness o f  group 
supervision in training GPs to deliver BCBT. Unlike previous studies, the current 
research undertook a comprehensive examination o f a longitudinal training program, 
conducted in a small group supervision format. Evaluation targeted both objectively- 
rated skills (BCBT and counselling) and patients’ psychiatric symptomatology - 
measures that have been overlooked in previous research - in addition to GP 
knowledge, confidence, and use o f BCBT in practice. Each o f these variables will be 
discussed below.
11.1 GPs’ BCBT Skills
Consistent with our first hypothesis, the BCBT group supervision program was 
effective in significantly improving GPs’ BCBT skills. In terms o f magnitude, there 
appears to be a moderate effect o f training on skills. This finding is important from a 
number of perspectives. Given the recent introduction o f the Better Outcomes 
initiative, there is a paucity o f research available on evidence-based mental health 
training for GPs in Australia. The research that is available for GP mental health 
training in evidence-based therapies, has focused on a brief CBT training program, 
using outcome measures evaluating skill competencies through self-report alone 
(Morgan et al., 1999). Thus, this research represents considerable progress, in that 
BCBT skills were examined by trained raters, blind to GP training status, rather than 
merely asking GPs whether they believed they were skilled in BCBT techniques. 
Moreover, both knowledge and skills acquisition are important for the determination o f 
competent practice, yet many studies have collected knowledge measures only 
(Heatley et al. 2005; Hodges et al., 2001). The current findings, which include a skills
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measure, enable a more confident inference that GPs’ CBT performance improved 
over the course o f group supervision.
Research from the U.K. (King et aL 2002), alongside educational research (Hodges 
et aL 2001), has highlighted the limitations o f brief training approaches. This study 
demonstrates that in contrast to brief training models, longitudinal training models can 
lead to improvements in GPs’ BCBT skills. Moreover, this research lends further 
support to reviews on effective GP mental health training strategies (Blashki, Jolly et 
aL, 2003; Hodges et aL, 2001) which espouse that change in GP performance 
necessitates the use o f longitudinal, systematic, interactive, skills and mentor-based 
programs.
These results are also significant because o f the limited knowledge base on the 
effectiveness o f CBT supervision models for different populations. CBT supervision 
has only received tentative support for use with (a) panic disorder training for GPs 
(though no skills measures were taken; Heatley et aL, 2005), and (b) behavioural 
modification training in the intellectual disabilities field (Milne & James, 2000). The 
present study lends support to the wider applicability o f the CBT group supervision 
model for GPs.
Counselling vs. BC BT skills. Baseline counselling skills were superior to baseline 
BCBT skills for both Study 2 groups. This is not surprising given (a) GPs had a special 
interest in mental health training and had likely been exposed to general counselling 
techniques, and (b) GPs had attended minimal CBT training.
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Supervision was found to significantly improve Counselling skills in Group A, but 
not Group B. The reason for this improvement in Group A was most likely due to the 
interdependent nature o f the counselling and BCBT skills sets. It is not known why 
counselling skills did not improve significantly in Group B, though it is possibly due to 
low power (means were in the expected direction) and the use o f non-parametric 
techniques.
The pattern o f results demonstrating that supervision enhanced BCBT skills in 
Group B but not counselling skills, does support our hypothesis that BCBT skills 
would improve during the supervision period, to a significantly greater extent than 
counselling skills. This pattern was also evident in the mean scores within Group A, 
however the results did not reach significance.
The mean scores on the TPRS attained by GPs, suggest they are capable o f 
administering BCBT to uncomplicated presentations in the “advanced beginner” to 
“basic competence” range (the TPRS ranges from incompetent through to expert). 
Such a finding is understandable and is consistent with research revealing that Masters 
of Clinical Psychology postgraduates at the end o f first year fall between the “basic 
competence” to “proficient” band, which constitutes a higher level o f CBT skill 
performance based on the TPRS (Gonsalvez, 2004). Given the intensive training 
received by postgraduate interns, it was expected that GPs would receive a 
significantly lower rating.
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11.2 GPs’ BCBT Knowledge
As was hypothesized BCBT knowledge levels improved significantly over the 
training period in Study 1, and for both Groups A and B in Study 2. The fact that no 
improvement occurred for the waitlist control group indicates that improvements in 
knowledge were due to supervision, rather than professional experience or other 
professional development over time. Across all groups in Study 2, test scores o f BCBT 
knowledge increased from an average of 28% at baseline, to 61% at the conclusion o f 
training.
11.3 GPs’ Confidence in Delivering BCBT
Results from both Study 1 and from Groups A and B in Study 2, suggest that 
confidence in using BCBT did improve over the course o f group supervision. For 
Group A, a significant improvement in confidence was seen during the supervision 
period, but not during the control period when no supervision occurred. Scores on the 
confidence questionnaire increased from a mean of 42 at pre-supervision, to 61 at post­
supervision (range 12-84), indicating relatively high confidence in the delivery of 
BCBT at post-supervision.
Confidence in knowledge and skills has often been used in lieu of an actual 
knowledge or skills measure in educational research (Ellis & Ladany, 1997; Morgan et 
al. 1999). Consistent with earlier studies (Giarrantano, 2005; Tracey et al. 1997), this 
research found that confidence in administering BCBT was not significantly correlated 
with either BCBT knowledge or skills levels. Thus, results highlighted that the use o f 
confidence measures as an estimation of knowledge and skills is seriously flawed.
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Whilst confidence is not necessarily a good indicator o f actual knowledge or skills, it is 
noteworthy that it is reflective o f an increase in self-efficacy, a factor which 
contributes towards action. (Bandura, 1994).
11.4 GPs’ Use of BCBT in Actual Practice
In addition to reports o f confidence, GP delivery o f BCBT to patients was also 
measured. Participation in group supervision resulted in significant increases in GPs’ 
use o f BCBT in both Study 1 and 2. In Study 2, GPs’ use o f BCBT increased from 
between once a week to once a fortnight pre-supervision, to an average o f two patients 
per week at post-supervision. These results would indicate that training had 
encouraged greater use o f BCBT therapy, although it is unclear which component/s o f 
training contributed to increased use.
11.5 Supervision and Emotional Support
GPs in Study 1 reported they had experienced an emotionally supportive aspect o f 
group supervision, consistent with Proctor’s theory that encompasses a restorative 
aspect o f supervision (Proctor, 1986, as cited in Cottrell & Smith, 2000). Moreover, 
they reported benefitting from all three types o f social support that have been shown in 
the literature to impact on burnout (Schaufeli & Greenglass, 2001). They received (a) 
informational support - for example, when to schedule patients for mental health 
treatment, (b) instrumental support -  for example, watching the supervisor model 
techniques, and (c) emotional support. This subjective report needs to be further 
substantiated by empirical evaluation in the future.
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11.6 Patient Outcomes
Patient outcomes have been considered the acid test of successful training, yet 
previous investigations have not examined this variable. The current study examined 
changes in patients’ depressive and anxious symptomatology in response to group 
supervision. The predicted symptom reduction over the course o f group supervision 
was supported, though not in a consistent fashion. In Study 1, and in Group B of 
Study 2, significant differences in patients’ depressive and anxious symptomatology 
were found during the supervision period. In contrast, patients from Group A in Study 
2 demonstrated no differences from pre- to post-supervision in depressive and anxious 
symptomatology. The absence of a non-CBT treatment group means these positive 
results can not be directly attributed to supervision. Indeed other factors such as 
medication, GP contact, and spontaneous recovery could have contributed to symptom 
improvement.
Possible reasons for the mixed results obtained may include: (a) lower power in 
Group A than B (n = 16 and 19 respectively; all changes in means were in the expected 
direction), (b) at the outset o f treatment patients in Group A may have been slightly 
more complex than those in Group B (Depression: Group A: M  = 19.50, Group B: M  = 
17.16; Stress: Group A: M  = 23.75, Group B: M  = 19.74), or (d) medication effects 
may have been greater in Group B. Although there is a need for additional research to 
clarify whether patient outcomes do improve with supervision, it is still useful and 
reassuring to note that some patients treated by trained GPs had reduced mental health 
symptomatology.
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In addition to these results derived from quantitative analyses, another relevant 
observation is that GPs, across both studies, reported difficulty recruiting patients (with 
group 6 GPs recruiting no patients despite repeated reminders), citing a lack o f suitable 
patients over the 1-month recruiting period. GPs reported that only complicated cases 
warranting referrals presented over this time period. This finding is important in that it 
may suggest that a significant proportion o f cases presenting in primary care are 
complicated and require referral. If  this is the case there are important resource 
implications. Should a substantial proportion o f resources be directed at upskilling GPs 
to a basic level when the majority o f presenting cases require specialist input? Further 
research is needed to systematically determine (a) the nature and severity o f problems 
presenting in primary care, and (b) the proportion o f patients that can be treated by 
GPs or warrant referral.
Other findings included a trend that supervision had a larger impact on GPs with 
lower levels of CBT training, compared to those with higher levels at the 
commencement o f training (particularly with BCBT skills variables). These results are 
not surprising given this program was designed for both novices and those with some 
earlier training. There may have been some repetition o f material for those in the latter 
group. Therefore, more advanced trainees may have, to some extent, been familiar 
with some course material which would account for lower levels o f learning.
11.7 Limitations of Study
A number o f the limitations in this study require mention, but several o f these are the 
direct result of constraints inherent to field studies.
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1) There was a limited sample size and thus reduced power, but despite this, 
strong robust effects for the intervention were found. The small sample size 
does however limit the confidence in generalising these results to the wider GP 
population.
2) The recent introduction of the Better Outcomes initiative means that few 
standardised measures were available for testing GPs’ CBT competencies. 
Thus, this study relied heavily upon several instruments that were modified 
versions o f established scales, and therefore had not been assessed 
independently for psychometric robustness. Internal consistency and 
hierarchical clustering performed on the TPRS yielded satisfactory results, 
although further research on construct and concurrent validity o f the scale is 
warranted. Inter-rater agreement ranged between moderate and high, and would 
indicate that there is room to improve rater training to ensure improved 
reliability. Psychometrically sound measures to examine both CBT 
performance in general, and those tailored to examine knowledge and skills 
among GPs specifically, are urgently needed for future research.
3) Although some patients treated by trained GPs improved, the absence o f a non- 
CBT treatment group meant the conclusion that supervision o f GPs will reduce 
patient symptomatology, cannot be held with surety. The role o f spontaneous 
recovery or non-CBT related treatment effects may have accounted for the 
improvement in patient psychiatric symptomatology.
4) GPs may have also been biased by choosing patients that were most likely to 
improve. The issue o f biased selection and control groups should be considered
in future studies.
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5) The attempt to control for anti-depressant medication usage was unsuccessful 
in this instance with a large number o f respondents failing to fill out the 
question. Anti-depressant usage should be addressed in future research.
6) A threat to internal validity comes from the control and experimental period 
running at different time intervals; the control period took place over a 3-month 
period, followed immediately by the 6-month experimental period. Running the 
control period prior to the experimental period is potentially problematic if a 
change-producing event, other then the independent variable, occurred only 
during the experimental period (e.g., if easier reimbursement procedures were 
introduced during the experimental period which encouraged GPs to engage in 
more therapy). This threat to internal validity is minimised however by the 
scheduling of groups that start across differing time intervals. Thus, the 
consistent pattern of change evidenced across all groups over the supervision 
period but not the control period, rules out alternative explanations to the 
hypothesis. Another threat to internal validity is the waitlist control period 
representing a shorter time period than the experimental group. Having a 
shorter control period (3 months) than experimental (6 months) could be 
confounding in that change might not take place until after 3 months. It is 
highly improbable though in this case that experience or time-related factors 
would improve therapy, in the absence o f reflective practice, after 3 months o f 
no gains.
7) BCBT group supervision included one hour o f training, followed by one hour 
of case discussion. Although conclusions can be reached regarding the success
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of this program, the active ingredients o f change remain unclear and need to be 
investigated further.
8) This study has not included follow-up assessment making it difficult to 
determine whether GPs’ skills are maintained or deteriorate over time. Future 
studies need to determine whether BCBT knowledge and skills are maintained 
through follow-up assessment.
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CHAPTER 12. SUMMARY AND CONCLUSIONS
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This study aimed to evaluate a training program to meet the current need in 
Australia for upskilling GPs in evidence-based therapies. BCBT group supervision was 
implemented with a view to finding a training model appropriate for instructing GPs in 
BCBT. Study 1, a pilot trial o f  CBT supervision, demonstrated the positive effect o f 
supervision on CBT knowledge, confidence, subjectively-perceived skills level, 
agenda setting and adherence, and use o f CBT. Patient outcomes also demonstrated 
clear improvement. This study yielded promising results, but was limited by a small 
sample, the absence o f a control group, and an objective skills measure. Study 1 also 
led to the conclusion that supervision using the traditional CBT model needed to be 
substituted for a briefer model, more amenable to general practice, such as BCBT.
Study 2 addressed the shortcomings of Study 1 by including a larger sample, a 
waitlist control, and an objective measure o f skills performance. Results for Study 2 
were mostly in line with those reported in Study 1:
• The BCBT group supervision program is effective in improving GPs’ BCBT 
skills, knowledge, and confidence.
• Reduced depressive and anxious symptomatology was also found in some 
patients treated by GPs attending group supervision.
• Group supervision increased the actual use o f BCBT by GPs, directly 
enhancing treatment available to the community.
• These outcomes are consistent with emerging research on the effectiveness o f 
the CBT-based group supervision model.
173
• Although supervision significantly enhanced GPs’ CBT skills, it should be 
recognised that GP competencies at the end of supervision remained limited to 
simple cases, and that their competency levels were significantly below 
competency levels demonstrated by Masters of Clinical Psychology 
postgraduates (at the end of first year).
The key aspects to the group supervision program comprised an ongoing lengthy 
training regimen (one group, every 3 weeks, over 6 months duration), with an 
integrated focus on both knowledge and skills. The small group format, skills 
development through role-play and coaching, case discussion and expertise o f the 
facilitator were seen by GPs as important ingredients of successful training.
Most importantly, this research puts forward a mental health training model for GPs 
delivering evidence-based therapy. Given the success of this program in improving 
BCBT knowledge and skills, and the time efficiency associated with group programs, 
BCBT group supervision warrants further trial and may prove a valuable and effective 
GP training model.
Qualitative analyses from this research also yielded valuable information. Changes 
made to the curriculum after the pilot trial, in an attempt to create a better fit between 
the therapeutic model and general practice, appear to have been successful. It was 
observed that GPs in Study 2 were clearer than their Study 1 counterparts at 
completion of supervision regarding: (a) the role they were to assume as GP-therapist, 
(b) which patients to treat, and which to refer on to specialists, and (c) how to manage
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the practicalities o f delivering BCBT in the general practice environment. Brief 
interventions were clearly more suitable for the time pressures o f general practice, than 
was the traditional CBT model. The distribution o f manuals that could be used with 
patients was another successful modification from the pilot.
Future group supervision would benefit from the inclusion of training in the 
assessment and treatment o f patients with somatisation disorders. GPs indicated that a 
high proportion of presenting patients had overlapping mental/physical health 
presentations, but a lack of skills was preventing these problems from being addressed.
A small number o f GPs at the conclusion o f the program verbalised ambivalence 
about engaging in BCBT given the additional time pressure, paperwork and emotional 
fatigue. Many complained o f the lack o f public Psychologists available, and indicated 
a preference for referring therapy cases to mental health specialists, if  the choice were 
made available.
If  access to quality mental health care in the community is to be improved, GPs 
nationwide will need to undertake further training. How best to train GPs for this 
enhanced role is the current question facing GP educators. This field study is the first 
in Australia to investigate the effectiveness o f a longitudinal training model, BCBT 
group supervision, for general practice psychiatry. Given the demonstrated 
effectiveness o f BCBT group supervision for imparting basic BCBT skills, it is posited 
that this program be investigated further as a training model for GPs.
175
REFERENCES
Andrews, G., Sanderson, K., Corry, J., & Lapsley, H. (2004). Utilising survey data to 
inform public policy: comparison of the cost-effectiveness of treatment of ten 
mental disorders. British Journal o f Psychiatry, 184, 526-533.
Antony, M., Bieling, P., Cox, B., Enns, M., & Swinson, R. (1998). Psychometric 
properties of the 42-item and 21-item versions of the depression anxiety stress 
scales in clinical groups and a community sample. Psychological Assessment, 10, 
176-181.
Australian Health Ministers. (1992). National Mental Health Policy. Canberra, 
Australia: Australian Government Publishing Service.
Australian Health Ministers. (1998). Second National Mental Health Plan. Canberra, 
Australia: Australian Government Publishing Service.
Australian Medical Workforce Advisory Committee. (1999). The specialist psychiatry 
workforce in Australia. Retrieved July 16, 2003, from http://www. 
health, nsw. go v. au/ amwac/amwac/pdf/psychiatrya201999.7. pdf.
Australian Medical Workforce Advisory Committee (2005). The GP workforce in 
Australia: Supply and requirements to 2013. Retrieved January 4, 2006, from 
http:// www.health.nsw.gov/amwac/pdi/gp.surnmarv.pdf.
Australian Psychological Society. (2005). Professional supervision. Retrieved 
December 10, 2005, from
http: //www.psvchologv.org/members/pph/6.8_43.asp?fromLogin=l
Averitt, J. (1989). Individual versus group supervision of counsellor trainees. 
Dissertation Abstracts International. 50, 624.
Baker, S., & Daniels, T. (1989). Integrating research on the micro counselling program: 
A meta-analysis. Journal o f  Counselling Psychology 36, 213-222.
Bakker, A., Schaufeli, W., Sixma, H., Bosveld, W., & Van Dierendonck, D. (2000). 
Patient demands, lack of reciprocity, and burnout: A five-year longitudinal study 
among general practitioners. Journal o f Organisational Behaviour, 21, 425-441.
Bandura, A. (1994). Self-efficacy. Retrieved February 10, 2006, from 
http://www. des. emory. edu/mpf/B anEncry. html.
Barkham, M., Rees, A., Shapiro, D., Stiles, W., Agnew, R., Halstead, J., et al. (1996). 
Outcomes of time-limited psychotherapy in applied settings: Replicating the 
second Sheffield psychotherapy project. Journal o f Clinical and Consulting 
Psychology, 64, 1079-1085.
176
Barkham, M., Sharpiro, D., Hardy, G., & Rees, A. (1999). Psychotherapy in two-plus- 
one sessions: outcomes o f a randomised controlled trial o f cognitive-behavioural 
and psychodynamic-interpersonal therapy for subsyndromal depression. Journal 
o f Consulting and Clinical Psychology, 67, 201-211.
Barlow, D., & Durand, M. (2001). Abnormal Psychology (2nd ed.). CA: Wadsworth.
Beck, A. (1986). Cognitive therapy: A sign o f retrogression or progress. Behaviour 
Therapist, 9, 2-3.
Berg, A., & Hallberg, I. (1999). Effects o f systematic clinical supervision on 
psychiatric nurses’ sense o f coherence, creativity, work-related strain, job 
satisfaction and view o f the effects from clinical supervision: a pre-post test 
design. Journal o f  Psychiatric and Mental Health Nursing, 6, 371-381.
Berg, A., Welander Hansson, U., & Hallberg, I. (1994). Nurses’ creativity, tedium and 
burnout during 1 yearn o f clinical supervision and implementation o f individually 
planned nursing care: comparisons between a ward for severely demented patients 
and a similar control ward. Journal o f  Advanced Nursing, 20, 742-749.
j
Bernard, J., & Goodyear, R. (2004). Fundamentals o f  Clinical Supervision (3 ed.). 
MA: Allyn and Bacon.
Blackburn, I., Bishop, S., Glen, A., Whalley, L., & Christie, J. (1981). The efficacy o f 
cognitive therapy in depression: A treatment trial using cognitive therapy and 
pharmacotherapy, each alone and in combination. British Journal o f  Psychiatry, 
139, 181-189.
Blackburn, I., James, I., Milne, D., Baker, C., Standart, S., Garland, A. et al. (2001). 
The revised Cognitive Therapy Scale (CTS-R): Psychometric properties. 
Behavioural and Cognitive Psychotherapy, 29, 431-446.
Blashki, G., Hickie, I., & Davenport, T. (2003). Providing psychological treatments in 
general practice: How will it work? Medical Journal o f  Australia, 179, 23-25.
Blashki, G., Jolly, B., Piterman, L, & Gunn, J. (2003). Effective methodology for 
mental health training o f general practitioners. Asia Pacific Family Medicine, 2 
218-225.
Blashki, G., Parsons, J., Morgan, H., Hickie, I., & Davenport, T. (2003). Providing 
psychological treatments in general practice. Australian Family Physician, 32(8) 
625-630. ’ '
Blashki, G., Selzer, R., Judd, F., Hodkins, G., & Ciechomski, L. (2005). Primary care 
psychiatry: Taking consultation-liaison psychiatry to the community.
Australasian Psychiatry, 13, 302-306.
177
Botega, N., Mann, A., Blizard, R & Wilkinson, G. (1992) General practitioners and 
depression -  first use o f the Depression Attitude Questionnaire. International 
Journal o f  Methods in Psychiatric Research, 2, 169-180.
Brannon, L., & Feist, J. (1992). Health Psychology: An introduction to behaviour and 
health (2nd ed.). CA: Brooks/Cole Publishing Co.
Britt., H., Miller G., Knox, S., Charles, J., Valenti, L., Henderson, J., et al. (2004).
General Practice Activity in Australia 2003-2004. Sydney: Australian Institute of 
Health and Welfare.
Brown, T., Chorpita, B., Korotitsch, W., & Barlow, D. (1997). Psychometric properties 
o f the Depression Anxiety Stress Scales in clinical samples. Behaviour Research 
and Therapy, 35(1), 78-79.
Burdekin, B. (1993). Human rights and mental illness: Report o f the national inquiry 
into the human rights o f people with mental illness. Canberra: Australia: 
Australian Government Publishing Service.
Burg, M. M., Reid, D. H., & Lattimore, J. (1979). Use of a self recording and
supervision programme to change institutional staff behaviour. Journal o f Applied 
Behaviour Analysis, 12, 363-375.
Burgio, L. D., Whitman, T. L., & Reid, D. H. (1983). A partipative management 
approach for improving direct-care staff performance in an institutional setting. 
Journal o f  Applied Behaviour Analysis, 16, 37-53.
Cartwright, A. (1980). The attitudes o f helping agents towards the alcoholic client: the 
influence of experience, support, training, and self-esteem. British Journal o f 
Addiction, 75, 413-431.
Campbell, D., & Stanley, J. (1963). Experimental and quasi-experimental designs fo r  
research. Chicago: Rand McNally & Co.
Chew, M., & Williams, A. (2001). Australian general practitioners: Desperately 
seeking satisfaction. Medical Journal o f Australia, 175, 85-86.
Clark, D., Salkovskis, P., Hackmann, A., Wells, A., Ludgate, J., Gelder, M. (1999). 
Brief cognitive therapy for panic disorder: A randomised controlled trial. Journal 
o f Clinical and Consulting Psychology, 67(4), 583-589.
Clarke, D. (1993). Supervision in the training o f a psychiatrist. Australian and New 
Zealand Journal o f  Psychiatry, 27, 306-310.
Clarke, G., Debar, L., Lynch, F., Powell, J., Gale, J., O’Connor, E., et al. (2005). A 
randomised effectiveness trial o f brief cognitive-behavioural therapy for depresed 
adolescents receiving anti-depressant medication. Child and Adolescent 
Psychiatry, 44, 888-898.
178
Cockram, A., McCall, L., Judd, F., Piterman, L., Weissman, M., Gronn, P., et al. 
(2002). The development and pilot testing o f a focused education and 
psychotherapy program (FEPP) for treatment o f depression in general practice. 
Australasian Psychiatry, 10, 268-274.
ndCohen, J. (1988). Statistical Power Analysis fo r  the Behavioural Sciences. (2 ed.).
NY: Academic Press.
Committee for Incentives for Mental Health. (2001). Better outcomes in mental health 
care. Retrieved March 13, 2002, from 
http://www.health.gov.au/budget2001/fact/hfact2.htm
Cook, T., & Campbell, D. (1979). Quasi-experimentation. Design and analysis issues 
fo rfie ld  settings. Chicago: Rand McNally & Co.
Cottrell, S., & Smith, G. (2000). The development o f  models o f  nursing supervision in 
the UK. Retrieved 10th December, 2005, from http://www.clinical- 
supervision. com/Development%20oP/o20clinical%20supervision.htm.
Craske, M., Maidenberg, E., & Bystritsky, A. (1995). Brief cognitive-behavioural 
versus non-directive therapy for panic disorder. Journal o f  Behaviour Therapy 
and Experimental Psychiatry, 26, 113-120.
Crutchfield, L., & Borders, L. (1997). Impact o f two clinical peer supervision models 
on practising school counsellors. Journal o f  Counselling and Development, 75, 
219-230.
Davies, J. (2001). A manual o f mental health care in general practice. Canberra, 
Australia: Commonwealth Department o f Aged Care.
Davis, D. (1998). Does CME work? An analysis o f the effect o f educational activities 
on physician performance or health care outcomes. International Journal 
Psychiatry in Medicine, 28, 21-39.
DeBeurs, E., Van Dyck, R., Marquenie, L., Lange, A., & Blonk, R. (2001). The DASS: 
A questionnaire for the measurement o f depression, anxiety and stress. 
Gedragstherapie, 54(1), 35-53.
Department of Health (2001). Treatment choice in psychological therapies and
counselling: Evidence-based clinical practice guidelines. Retrieved 10th December 
2005 from www.doh.gov.uk/mentalhealth/treatmentguidelines.
DeRubeis, R., Hollon, S., Amsterdam, J., Shelton, R., Young, P., Salomon, R., et al. 
(2005). Cognitive therapy vs medications in the treatment o f moderate to severe 
depression. Archives o f  General Psychiatry, 62(4), 409-416.
179
Dodenhoff, J. (1981). Interpersonal attraction and direct supervisor influence as
predictors of counsellor trainee effectiveness. Journal o f Counselling Psychology, 
28, 47-52.
Dowrick, C., Gask, L., Perry, R., Dixon, C., & Usherwood, T. (2000). Do general 
practitioners attitudes towards depression predict their clinical behaviour? 
Psychological Medicine, 30, 413-419.
Dreyfus, H. (1989). The Dreyfus model of skills acquisition. In J. Burke (Ed.), 
Competency Based Education and Training. London: Falmer Press.
Ellis, M., & Ladany, N. (1997). Inferences concerning supervisees and clients in
clinical supervision: An integrative review. In C. E. Watkins, Jr (Ed.), Handbook 
o f Psychotherapy Supervision (pp. 467-507). NY: Wiley.
Ellis, M., Ladany, N., Krengel, M., & Schult, D. (1996). Clinical supervision research 
from 1981-1993: A methodological critique. Journal o f Counselling 
Psychology, 43, 35-50.
Elkin, I., Shea, T., Watkins, J., Imber, S., Sotsky, S., Collins, J., et al. (1989). National 
Institute o f Mental Health treatment of depression collaborative research program 
1: General effectiveness o f treatments. Archives o f General Psychiatry, 46: 971 - 
982.
Evans, W., & Hohenshil, T. (1997). Job satisfaction and substance abuse counsellors. 
Alcoholism Treatment Quarterly, 15(2), 1-13.
Giarratano, L. (2005). GP management of health-related anxiety: Evaluation of a Brief 
Cognitive Behavioural Therapy Training Program Unpublished doctoral 
dissertation, University o f Wollongong, New South Wales.
Gonsalvez, C. (2004). Measurement o f CBT skills by the Therapist Performance 
Rating Scale. Unpublished manuscript. University of Wollongong.
Goodyear, R., & Bernard, R. (1998). Clinical Supervision: Lessons from the literature. 
Counsellor Education and Supervision, 38, 6-22.
Goodyear, R., & Guzzardo, C. (2000). Psychotherapy supervision and training. In S. 
Brown., & R. Lent (Eds.), Handbook o f Counselling Psychology (3rd ed., pp. 83­
108). NY: Wiley.
Goodyear, R., & Nelson, M. (1997). The major formats of psychotherapy supervision. 
In C. E. Watkins, Jr (Ed.), Handbook o f Psychotherapy Supervision (pp. 328­
343;. NY: Wiley.
Gorman, D., & Cartwright, A. (1991). Implications o f using the composite and short 
versions o f the Alcohol and Alcohol Problems Perception Questionnaire. British 
Journal o f  Addiction, 86, 327-334.
180
Grassi, L., & Magnani, K. (2000). Psychiatric morbidity and burnout in the medical 
profession. Psychotherapy and Psychosomatics, 69, 329-333.
Greben, S. (1979). The influence o f the supervision o f psychotherapy upon being 
therapeutic. Canadian Journal o f  Psychiatry, 24, 499-506.
Greenglass, E., Burke, R., & Konarski, R. (1998). Components o f burnout, resources, 
and gender-related differences. Journal o f  Applied Social Psychology, 28, 1088­
1106.
Griffiths, S., & Andrews, H. (1995). Issues in rural and remote psychological practice: 
Proceedings o f the 30th annual Australian Psychological Society conference. 
Australian Journal o f  Psychology, 47, 80.
Hallberg, I. (1994). Systematic clinical supervision in a child psychiatric ward:
Satisfaction with nursing care, tedium, burnout, and the nurses' own report on the 
effects of it. Archives o f  Psychiatric Nursing, 8(1), 44-52.
Hallberg, I., & Norberg, A. (1993). Strain among nurses and their emotional reactions 
during 1 year o f systematic clinical supervision combined with the 
implementation o f individualised care in dementia nursing. Journal o f  Advanced 
Nursing, 18, 1860-1875.
Harchik, A. E., Sherman, J. A., Sheldon, J. B., & Stouse, M. C. (1992). Ongoing 
consultation as a method o f improving performance o f staff members in a group 
home. Journal o f  Applied Behaviour Analysis, 25, 599-610.
Harrison, C., & Britt, H. (2004). The rates and management o f psychological problems 
with Australian general practice. Australian and New Zealand Journal o f  
Psychiatry, 38, 781-788
Health Evidence Network o f the World Health Organisation. (2004). What are the 
advantages and disadvantages o f  restructuring a health care system to be more 
focused on primary care services. Retrieved 20th December, 2005, from the 
World Health Organisation Web site: 
http://www. euro.who. int/HEN/News Archive
Heatley, C., Ricketts, T., & Forrest, J. (2005). Training general practitioners in 
cognitive behavioural therapy for panic disorder: Randomized-controlled trial. 
Journal o f  Mental Health, 14(1), 73-82.
Henderson, S., Andrews, G., & Hall, W. (2000). Australia’s mental health: An
overview o f the general population survey. Australian and New Zealand Journal 
o f Psychiatry, 34, 197-205.
Herrman, C. (1997). International experiences with the hospital anxiety and 
depression scale: a review o f validation data and clinical results. Journal o f  
Psychosomatic Research, 42:17-41.
181
Hickie, I. (1999). Primary care psychiatry is not specialist psychiatry in general 
practice. Medical Journal o f Australia, 170, 171-173.
Hickie, I., Davenport, T., Naismith, S., Scott, E., Hadzi-Pavlovic & Koschera, A. 
(2001). Treatment o f common mental disorders in Australian general practice. 
Medical Journal o f Australia, 175, S25-S30.
Hickie, I., Davenport, T., Scott, E., Hadzi-Pavlovic, D., Naismith, S., & Koschera, A. 
(2001). Unmet need for recogntion of common mental disorders in Australian 
general practic Q. Medical Journal o f Australia, 775(Suppl.), 18-24.
Hickie, I., & Groom, G. (2002). Primary care-led mental health service reform: an 
outline of the Better Outcomes in Mental Health Care Initiative. Australasian 
Psychiatry, 10, 376-382.
Hickie, I., Groom, G., & Davenport, T. (2004). Investing in Australia’s future: the 
personal, social and economic benefits o f good mental health. Retrieved 
December 10, 2005, from Mental Health Counsil of Australia Web site: 
http://www.mhca.org.au/Publications/documents/SubProductivityCommissionRe 
viewHealthWorkforce.pdf.
Hickie, I., Groom, G., McGorry, P., Davenport, T., & Luscombe, G. (2005). Australian 
mental health reform: time for real outcomes. Medical Journal o f Australia, 182, 
401-406.
Hickie, I., Pirkis, J., Blashki, G., Groom, G., & Davenport, T. (2004). General
practitioners’ response to depression and anxiety in the Australian community: a 
preliminary analysis. Medical Journal o f Australia, 181, S15-S20.
Highnet, N., Hickie, I., & Davenport, T. (2002). Monitoring awareness of and attitudes 
to depression in Australia. Medical Journal o f  Australia, 176, S63-S68.
Hodges, B., Inch, C., & Silver, I. (2001). Improving the psychiatric knowledge, skills, 
and attitudes o f primary care physicians, 1950-2000: A review. American Journal 
o f Psychiatry, 158, 1579-1586.
Holton, S., DeRubeis, R., Evans, M., Wiemer, M., Garvey, M., Grove, W., et al. 
(1992). Cognitive therapy and pharmacotherapy for depression. Archives o f  
General Psychiatry, 49, 774-781.
Holloway, E. (1987). Developmental models of supervision: Is it supervision? 
Professional Psychology: Research and Practice, 18, 209-216.
Holloway, E., & Neufeldt, S. (1995). Supervision: Its contributions to treatment 
efficacy. Journal o f  Consulting and Clinical Psychology, 63, 207-213.
Holmwood, C. (1998). Challenges facing primary care mental health in Australia. 
Australian Family Physician, 27, 716-719.
182
Holmwood, C. (2001). Major issues facing primary care mental health in Australia 
2001. Retrieved March 13, 2002, from Primary mental Health Care Australian 
Resource Centre, Flinders University, Web site: 
http://wwwparc.net.au/majorissues.pdf.
Holmwood, C., Groom, G., & Nicholson, S. (2001). Mental health shared care in 
Australia 2001. Retrieved March 13, 2002, from Primary Mental Health Care 
Australian Resource Centre, Flinders University, Web 
site:http://som. flinders.edu.au/FUSA/PARC/SharedCareReview.pdf
Huibers, M., Beurskens, A., Bleijenberg, G., & Van Schayck, C. (2005). Psychosocial 
interventions delivered by general practitioners. The Cochrane Library o f  
Systematic Reviews, 4, 1 -49.
Hundert, J., & Hopkins, B. (1992). Training supervisors in a collaborative team 
approach to promote peer interaction of children with disabilities in integrated 
preschools. Journal o f  Applied Behaviour Analysis, 25, 385-400.
Hyrkas, K. (2005). Clinical supervision, burnout, and job satisfaction amond mental 
health and psychiatric nurses in Finland. Issues in Mental Health Nursing, 26, 
531-556.
Illawarra Division of General Practice. (1998). Needs assessment: Views o f  the 
Illawarra. Wollongong: IDGP.
Ivancic, M. T., Reid, D. H., Icvata, B. A., Faul, G. D., & Page, T. J. (1981). Evaluating 
a supervision programme for developing and maintaining therapeutic staff 
resident interactions during institutional care routines. Journal o f  Applied 
Behaviour Analysis, 14, 95-107.
Jackson-Bowers, E., & Holmwood, C. (2001). General practitioners’ supervision or 
peer support needs in managing consumers ’ mental health problems: A literature 
review and needs analysis. Retrieved March 13, 2002, from Primary Mental 
Health Care Australian Resource Centre, Flinders University, Web 
http://som.flinders.edu.au/FUSA/PARC/peersupport.pdf
Jackson-Bowers, E., Holmwood, C., & McCabe (2001/ Models o f primary health care 
psychotherapy and counselling. Retrieved March 13, 2002, from Primary Mental 
Health Care Australian Resource Centre, Flinders University, Web 
http://som.flinders.edu.au/FUSA/PARC/peersupport.pdf
James, I., Blackburn, I., Reichelt, F., Garland, A., & Armstrong, P. (2001) Manual o f  
the Revised Cognitive Therapy Scale. Unpublished manuscript.
Joint Consultative Committee on Psychiatry o f the Royal Australian College o f GPs 
and the Royal Australian and New Zealand College o f Psychiatrists. (1997). 
Primary care psychiatry: The last frontier. Canberra, Australia: Government 
Presses.
183
Joshi, S., & McAllister, L. (1998). An investigation of supervisory style in speech 
pathology clinical education. The Clinical Supervisor, 17, 141-155.
Katon, W., Robinson, P., Von Korf£ M., Lin, E., Bush, T., Ludman, E., et al. (1996).
A multifaceted intervention to improve treatment of depression in primary care. 
Archives o f General Psychiatry, 53, 924-932.
Kavanagh, D., Spence, S., Strong, J., Wilson, J., Sturk, H., & Crow, N. (2003). 
Supervision practices in allied mental health: Relationships o f supervision 
characteristics to perceived impact and job satisfaction. Mental Health Services 
Research, 5, 187-195.
Kay, M., Mitchell, G., & Del Mar, C. (2004). Doctors do not adequately look after 
their own physical health. Medical Journal o f Australia, 181, 368-374.
King, M., Davidson, O., Taylor, F., Haines, A., Sharp, D & Turner, R. (2002).
Effectiveness o f teaching general practitioners skills in brief cognitive behaviour 
therapy to treat patients with depression: randomised controlled trial. British 
Medical Journal, 321, 947-950.
Kissel, R. C., Whitman, T. L., & Reid, D. H. (1983). An institutional staff training and 
self management programme for developing multiple self care skills in 
severely/profoundly retarded individuals. Journal o f  Applied Behaviour Analysis, 
16, 395-416.
Kroenke, K., Taylor-Vaisey, A., Dietrich, A., & Oxman, T. (2000). Interventions to 
improve provider diagnosis and treatment of mental disorders in primary care. 
Psychosomatics, 41(1), 39-52.
Lambert, M., & Ogles, B. (1998). The effectiveness of psychotherapy supervision. In 
C. Watkins Jr (Ed.), Handbook o f Psychotherapy Supervision {pp. 421-446). NY: 
Wiley.
Lanning, W. (1971). A study of the relation between group and individual counselling 
supervision and three relationship measures. Journal o f Counselling Psychology, 
18, 401-406.
Lee, R., & Ashcroft, B. (1996). A meta-analytic examination of the correlates of the 
three dimensions of job burnout. Journal o f Applied Psychology, 81, 123-133.
Liese, B., & Beck, J. (1997). Cognitive therapy supervision. In C. E. Watkins Jr (Ed.), 
Handbook o f  Psychotherapy Supervision (pp. 114-133). NY: Wiley.
Lovibond, P., & Lovibond, S. (1993). Manual for the Depression Anxiety Stress Scale 
(DASS). Psychology Foundation Monograph . Available from Matthews 
Building, Room 1005, University o f New South Wales, Australia, 2052.
184
Lovibond, P., & Lovibond, S. (1995). The structure o f negative emotional states: 
comparison of the depression anxiety and stress scale (DASS) with the Beck 
depression and anxiety inventory. Behaviour Research and Therapy, 33, 335-343.
Maslach, C., Schaufeli, W & Leiter, M. (2001). Job Burnout. Annual Review o f  
Psychology 52, 397-422.,
Mathers, C., Vos, E., Stevenson, C., & Begg, S. (2000). The Australian burden o f 
disease study: measuring the loss o f health from diseases, injuries and risk 
factors. Medical Journal o f  Australia, 172, 592-596.
McNeill, B., Stoltenberg, C., & Romans, J. (1992). The integrated developmental
model o f supervision: scale development and validation procedures. Professional 
Psychology: Research and Practice, 23, 504-508.
Meadows, G., Liaw, T., Burgess, P., Bobevski, I., & Fossey, E. (2001). Australian 
general practice and the meeting of needs for mental health care. Social 
Psychiatry Psychiatric Epidemiology, 36, 595-603.
Meadows, G., Singh, B., Burgess, P., & Bobevski, I. (2002). Psychiatry and the need 
for mental health care in Australia: findings from the National Survey o f Mental 
Health and Well-being. Australian and New Zealand Journal o f Psychiatry, 36, 
210-216.
Mental Health Council Australia & Brain and Mind Research Institute. (2005). Not 
For Service: Experiences o f  Injustice and Despair in Mental Health. Retrieved 
November 15, 2005, from
http://www.mhca.org.au/notforservice/summary/executive.html.
Mental Illness Fellowship of Australia. (2002). Comments on the consultation paper 
on the National Mental Health Plan 2003-2008. Retrieved December 10, 2005, 
from http://www. schizophrenia.org.au/submissions.htm.
Milne, D., & James, I. (2000). A systematic review o f effective cognitive-behavioural 
supervision. British Journal o f  Clinical Psychology, 39, 111-127.
Milne, D., Pilkington, J., Grade, J., James, I. (2003). Transferring skills from
supervision to therapy: a qualitative and quantitative N=1 analysis. Behavioural 
and Cognitive Psychotherapy, 31, 193-202.
Miranda, J., & Munoz, R. (1994). Intervention for minor depression in primary care 
patients. Psychosomatic Medicine, 56, 136-142.
Morgan, H., Sumich, H., Hickie, I., Naismith, S., Davenport, T., & Whitten, D.
(1999). A cognitive behavioural therapy training program for general practitioners 
training to manage depression. Australasian Psychiatry, 7, 326-328.
185
Murray, C., & Lopez, A. (Eds.). (1996). The Global Burden o f Disease. Harvard: 
Harvard University Press.
Murrihy, R. C., & Byrne, M. K. (2004). Group Supervision Training fo r General 
Practitioners: Facilitator Manual. Wollongong, NSW: University of 
Wollongong Press.
Mynors-Wallis, M., Gath, D., Day, A., & Baker, F. (2000). Randomised controlled 
trial o f problem solving treatment, antidepressant medication, and combined 
treatment for major depression in primary care. British Medical Journal, 320, 26­
28.
Mynors-Wallis, M., Gath, D., Lloyd-Thomas, A., & Tomlinson, D. (1995).
Randomised controlled trial comparing problem solving treatment with 
amitriptyline and placebo for major depression in primary care. British Medical 
Journal, 310, 441-445.
Naismith, S., Hickie, I., Scott, E., & Davenport, T. (2001). Effect of mental health 
training and clinical audit on general practitioners’ management of common 
mental disorders. Medical Journal o f Australia, 175, S42-47.
National Health Strategy. (1993). Help where help is needed: continuity o f care for  
people with chronic mental illness (Issue paper no. 5). Canberra, Australia: 
Australian Government Publishing Service.
National Mental Health Strategy Evaluation Steering Committee. (1997). Evaluation o f 
the National Mental Health Strategy: Final Report. Canberra, Australia: 
Commonwealth Department of Health and Family Services.
Neufeldt, S., Iverson, J., & Juntunen, C. (1995). Supervision strategies fo r the first 
practicum. VA: American Counselling Association
New South Wales Doctors Mental Health Implementation Committee. (1999). Doctors 
mental health: A literature review. Retrieved March 13, 2002, from 
http://www.dmh.org.au/dmh/literature_review.html
New South Wales Psychologists Registration Board. (2005). Registration Guidelines. 
Retrieved December 10, 2005, from http://www.psychreg.health.nsw.gov.au.
O’Connor, D., Clarke, D., & Presnell, I. (1999). How is psychiatry taught to Australian 
and New Zealand medical students? Australian and New Zealand Journal o f  
Psychiatry, 33, 47-52.
Orlinsky, D., & Howard, K. (1986). Process and outcome in psychotherapy. In: S. L. 
Garfield, & A. E. Bergin (Eds.), Handbook o f Psychotherapy and Behaviour 
change, (pp. 270-376 ). NY: Wiley.
186
Page, T. J., Iwata, B. A., & Reid, D. H. (1982). Pyramidal training: A large-scale 
application with institutional staff. Journal o f  Applied Behaviour Analysis, 15, 
335-351.
Palsson, M., Hallberg, I., Norberg, A., & Bjorvell, H. (1996). Burnout, empathy and 
sense of coherence among Swedish district nurses before and after systematic 
clinical supervision. Scandinavian Journal o f  Caring Sciences, 10, 19-26.
Phongsavan, P., Ward, J., Oldenburg, B., & Gordon, J. (1995). Mental health care 
practices and educational needs o f general practitioners. Medical Journal o f  
Australia, 162, 139-142.
Pierce, D., & Pearce, C. (2003). Cognitive behavioural therapy: A study o f  rural GPs 
understanding and expectations. Australian Journal o f  Rural Health, 11, 215-217.
Power, K., Simpson, R., Swanson, V., & Wallace, L. (1990). A controlled comparison 
of cognitive behaviour therapy, diazepam, and placebo, alone and in combination, 
for the treatment o f generalised anxiety disorder. Journal o f  Anxiety Disorders, 4, 
267-292.
Pullen, D., Lonie, C., Lyle, D., Cam, D., & Doughty, M. (1995). Medical Care o f 
Doctors. Medical Journal o f Australia, 162, 481-484.
Ramsden, P. (1992). Learning to Teach in Higher Education. London: Routledge.
Ray, D., & Altekrause, M. (2000). Effectiveness o f group supervision versus combined 
group and individual supervision. Counsellor Education and Supervision, 40, 19­
30.
Renner, P., Blaszczynski, A., Raphael, B., Wooding, S., & Roufeil, L. (2004). Towards 
a More Efficient and Effective Mental Health Service in NSW  Health: The 
Development o f  an Effective Clinical Psychology Worfforce. Retrieved July 1, 
2006, from
www.psychology.org.au/units/branches/sydney/ClinPsych_Workforce_Discuss_P
aper_Sept04.pdf.
Richards, J., Ryan, P., McCabe, M., Groom, G., Hickie, I. (2004). Barriers to the 
effective management o f depression in general practice. Australian and New  
Zealand Journal o f  Psychiatry, 38, 795-803.
Robson, C. (2002) Real world research (2nd ed.). Massachusetts: Blackwell Publishers.
Rogers, T. (1998). Barriers to the doctor as patient role. Australian Family Physician 
27, 1009-1015. ’
Rollnick, S., Mason, P., Butler, C. (1999). Health Behaviour Change. A Guide fo r  
Practitioners. London: Churchhill/Livingstone
187
Rosenbaum, M., Ronen, T. (1998). Clinical supervision from the standpoint of 
cognitive-behavioural therapy. Psychotherapy, 35, 220-230.
Ross, M., & Scott, M. (1985). An evaluation of the effectiveness o f individual and 
group cognitive therapy in the treatment of depressed patients in an inner city 
health centre. Journal o f the Royal College o f General Practitioners, 35, 293-242.
Roth, A., & Fonagy, P. (2005). What works fo r whom? A critical review o f  
psychotherapy research (2nd ed.). NY: Guilford Press.
Roy-Byme, P., Craske, M., Stein, M., Sullivan, G., Bystritsky, A., Katon, W., et al. 
(2006). A randomised effectiveness trial o f Cognitive-Behavioural Therapy and 
medication for primary care Panic Disorder. Archives o f General Psychiatry, 62, 
290-298.
Royal Australian College of General Practitioners (2006), Better Outcomes in Mental 
Health Initiative. Retrieved February 20, 2006, from http:// 
www.racgp.org.au/document.asp7id
Royal Australian College of General Practitioners Victoria Doctor’s Health Project 
(2000). Doctor’s Health in the Australian Context. Retrieved December 7, 2005, 
http://from www.racgp.org.au
Russell, R., Crimmings, A., & Lent, R. (1984). Counsellor training and supervision: 
theory and research. In S. Brown & R. Lent (Eds.), Handbook o f Counselling 
Psychology (pp. 625-681). NY: Wiley.
Sahhar, D., & O’Connor, D. (2004). How well do Australian medical schools prepare 
general practitioners to care for patients with mental disorders? Australasian 
Psychiatry, 12, 26-30.
Schattner, P. (1998). Stress in general practice. How can GPs cope? Australian Family 
Physician, 27(11), 993-997.
Schattner, P., & Coman, G. (1998). The stress of metropolitan general practice. 
Medical Journal o f Australia, 169, 133-137.
Schaufeli, W., & Greenglass, E. (2001). Introduction to special issue on burnout and 
health. Psychology and Health, 16, 501-510.
Scott, A., & Freeman, C. (1992). Edinburgh primary care depression study: treatment 
outcome, patient satisfaction, and cost after 16 weeks. British Medical Journal, 
304, 883-887.
Scott, C., Tacchi, M., Jones, R., & Scott, J. (1997). Acute and one-year outcome of a 
randomised controlled trial of brief cognitive therapy for major depressive 
disorder in primary care. British Journal o f Psychiatry, 171, 131-134.
188
Shapiro, D., Barkham, M., Rees, A., Hardy, G., Reynolds, S., & Startup, M. (1994). 
Effects of treatment duration and severity o f depression on the effectiveness o f 
cognitive-behavioural and psychodynamic-interpersonal psychotherapy. Journal 
o f Consulting and Clinical Psychology, 62(3), 522-534.
Smit, A., Kluiter, H., Conradi, H., VanDerMeer, K., Tiemens, B., Jenner, J., et al. 
(2006). Short-term effects o f enhanced treatment for depression in primary care: 
results from a randomised controlled trial. Psychological Medicine, 36, 15-26.
Smith, J., Jarman, M., & Osborn, M. (1999). Doing interpretative phenomenological 
analysis. In M. Murray., & K. Chamberlain (Eds.), Qualitative Health 
Psychology (pp. 218-241). London: Sage Publications.
Sotsky, S., Glass, D., Shea, M., Pilkonis, P., Collins, J., Elkin, I., et al. (1991). Patient 
predictors o f response to psychotherapy and pharmacotherapy: Findings in the 
NIMH treatment of depression collaborative research program. American Journal 
o f Psychiatry, 148, 997-1008.
Spence, S., Kavanagh, D., Worrall, L., Strong, J., Wilson, J., & Krasny, J. (2001). A 
research evaluation o f professional supervision and mentoring o f allied health 
professionals in the mental health service. Report 1: supervision practices in the 
allied mental health professions: How much do we know? Queensland, Australia: 
University o f Queensland.
Spence, S., Wilson, J., Kavanagh, D., Strong, J., & Worrall, L. (2001). Clinical 
supervision in four mental health professions: A review o f  the evidence.
Retrieved July 10, 2005 from http://www.therapist- 
training.com.au/Spence etal_2001 .pdf
Strong, J., Kavanagh, D., Wilson, J., Spence, S., Worrall, L., Crow, N. (2004).
Supervision practice for allied health professionals within a large mental health 
service: exploring the phenomenon. The Clinical Supervisor, 22, 191-210.
Teasdale, J., Fennell, M., Hibbert, G., & Amies, P. (1984). Cognitive therapy for major 
depressive disorder in primary care. British Journal o f  Psychiatry, 144, 400-406.
Tracey, J., Arroll, B., Richmond, D., & Barham, P. (1997). The validity o f GPs’ self 
assessment of knowledge: cross-sectional study. British Medical Journal, 315 
(7120), 1426-1428.
Uebersax, J. (2003). Statistical Methods fo r  Rater Agreement. Retrieved January 3, 
2005, from http ://ourworld. compuserve. com/homepages/j suebersax/agree.htm.
Vallis, T., Shaw, B., & Dobson, K. (1986). The Cognitive Therapy Scale:
Psychometric properties. Journal o f  Consulting and Clinical Psychology 54 381­
385. ’ ~
189
Vines, R., Richards, J., Thomson, D., Brechman-Toussaint, M., Kluin, M., & Vesely, 
L. (2004). Clinical psychology in general practice: a cohort study. Medical 
Journal o f  Australia, 181, 74-77.
Ward, E., King, M., Lloyd, M., Bower, P., Sibbald, B., Farelly, S., et al. (2000). 
Randomised controlled trial of non-directive counselling, cognitive-behaviour 
therapy, and usual general practitioner care for patients with depression. I: 
Clinical effectiveness. British Medical Journal, 321, 1383-1388.
Watkins, C. (1997). Defining psychotherapy supervision and understanding
supervisor functioning. In C. E. Watkins (Ed.), Handbook o f psychotherapy 
supervision (pp. 3-11). NY: Jill Wiley & Sons.
Westling, B., & Ost, L. (1999). Brief cognitive behaviour therapy of panic disorder. 
Scandanavian Journal o f Behaviour Therapy, 28, 49-57.
Westmore, A. (2006). Australian Doctor’s Readers Survey. Retrieved February 20, 
2006, from http:// www.Australiandoctor.com.au/news/01Ac034fol.asp.
Wirthlin Worldwide Australasia. (2001). RACGP National Health Benchmark. 
Retrieved March 13, 2002, from
http://www.racgp.org.au/downloads/20000712nbsreport.pdf
Worthington, E. L., Jr. (1987). Changes in supervision as counsellors and supervisors 
gain experience: A review. Professional Psychology: Research and Practice, 18, 
189-208.
Young & Beck (1988). Cognitive Therapy Scale. Unpublished Manuscript, University 
of Pennsylvania, Philadelphia.
Zapf, D., Seifert, C., Schmutte, B., Mertini, H., & Holz, M. (2001). Emotion work and 
job stressors and their effect on burnout. Psychology and Health, 16, 527-545.
Zigmond, R & Snaith, A. (1983). The hospital anxiety and depression scale. Acta 
Psychiatrica Scandanavia, 67, 361-370.
190
APPENDIX A: Information and consent forms
Primary Care Psychiatry:
Does Group supervision improve mental health care? 
___________ Information sheet - (Study 1)___________
Title of Project: Primary Care Psychiatry: Does group supervision 
improve mental health care?
Researcher: Rachael Murrihy -  Master o f Clinical Psychology
Supervisor: Mitch Byrne -  Lecturer, Department o f Psychology
Governing institution: University o f Wollongong
Contact numbers: R. Murrihy 0414 306 362 M.Byme 4221 5310
Funding body: Mental Health Integration Project -  state and federal 
health funding
Aim of project: To establish if medical practitioner participation in group 
supervision (peer case discussion group) improves the 
service they deliver to clients with mental health 
problems. This project aims to determine if  participation 
in group supervision results in better skills and more 
confidence in managing clients with mental health 
problems, and whether this increase in the level o f skills 
and confidence, translates to better outcomes for their 
clients.
Your role in the studv: 
Medical practitioners - P sy ch ia tr ic  R e g istra rs  a n d  G P s -For measuring how 
effective your treatment is with clients you would be 
required to recruit clients, with uncomplicated 
depression or anxiety-related disorders, and collect 
questionnaires from them at the beginning and 
conclusion o f the project. This data collection will 
require a 5-minute explanation o f the project to clients.
G P s- For measuring your knowledge o f Cognitive 
Behavioural Techniques (CBT), confidence levels and 
specific skills you would be required to complete 4 
questionnaires at the beginning and at the conclusion o f 
the project (10-15 minutes). In addition the confidence 
questionnaire (5 minutes) will also be completed at 2 and 
4 months.
P sy c h ia tr ic  R e g is tra rs  - complete 2 tests at the outset o f 
CBT orientation training also.
G P s-To measure practical skills you will be required to 
participate in a videotaped role-play in which you play
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the medical practitioner conducting assessment in an 
initial session with a client (student). This will take place 
around the final session (approximately 30 minutes). 
Psychiatric Registrars- undertake the test at the start and 
finish of CBT orientation and post-supervision. An 
independent panel of 2 staff members from the 
University of Wollongong will score your video role- 
play.
Clients of medical practitioners
To measure whether group supervision (peer groups 
where medical practitioners discuss cases) improves 
medical practitioner skills, knowledge and con­
fidence, which should lead to better treatment 
for clients.
Completing these questionnaires will allow researchers 
to determine if you have benefited from treatment. You 
would be required to complete 2 questionnaires at the 
beginning o f treatment and 2 at the completion of 
treatment or at the end of training. This would take 5-8 
minutes approximately each time.
For both groups, time is likely to be the greatest inconvenience. Particularly fo r  
medical practitioners there is the requirement o f 5 minutes to explain the study to their 
client (needs to happen twice), 15 minutes o f questionnaires, and preparation and 
shooting the video (approximately 30 minutes).
Benefits of participating in study:
For medical practitioners: You can expect to receive clinical and emotional support
from peers and education and training with an 
experienced practitioner.
For client’s: Participation in a project that aims to improve mental
health care for consumers by increasing the skills o f 
medical practitioners.
• Participation in this research is voluntary, participants are free to refuse to 
participate and are free to withdraw from the research at any time. Refusal to 
participate or withdrawal o f consent will not affect ability to receive 
treatment/group supervision or my relationship with the University of 
Wollongong •
• Confidentiality will be preserved fo r  all participants. Numbers will be assigned 
to questionnaires, to preserve confidentiality. For the video role-plays (medical 
practitioners only), the student in the role o f patient and the panel o f 3 staff that 
are rating skills, will not be informed of the name of the group supervisee and 
will be required to maintain confidentiality.
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• Videos and questionnaires will be kept in a locked file at the University o f 
Wollongong for the required 5 years before being destroyed.
• If  the participant has any concerns or complaints regarding the way the 
research is or has been conducted, they can contact the: Complaints 
Officer, Human Research Ethics Committee, University o f  Wollongong 
on 42214457. •
• If participants have any questions about the project please contact Rachael 
Murrihy on 0414 306 362.
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Prim ary Care Psychiatry:
Does Group supervision improve mental health care? 
_________________________ Medical Practitioners______________________ _
I have been given information about 'P rim a ry  C are P sych ia try: D o es g ro u p  
su p e rv is io n  im p ro v e  m e n ta l h ea lth  care?' and discussed the research project 
with Rachael Murrihy who is conducting this research as part of a Master of 
Clinical Psychology supervised by Mr. Mitchell Byrne in the Department of 
Psychology at the University of Wollongong. I understand that, if I consent to 
participate in this project I will be asked to
• N o m in a te  c lien ts  from  m y  p ra c tice  a n d  co llec t 2  q u estion n a ires from  
th em  a t th e b eg in n in g  a n d  conclusion  o f  th e p ro jec t.
• C o m p le te  4  qu estio n n a ires a t th e beg in n in g  a n d  con clu sion  o f  the  
p r o je c t (15  m in u tes). P sych ia tric  R eg istra rs a lso  c o m p le te  te s ts  a t th e  
o u tse t o f  C B T orien ta tion .
•  P a rtic ip a te  in  a v id e o ta p e d  ro le -p la y  in  w hich  I  p la y  th e m e d ic a l 
p ra c titio n e r  co n d u c tin g  a ssessm en t in  an in itia l sessio n  w ith  a cU ent 
(s tu d en t; 3 0  m in u tes). This w ill take  p la c e  a ro u n d  th e fin a l session . 
P sych ia tric  R eg istra rs -  v id e o  a lso  a t b eg in n in g  a n d  e n d  o f  C B T  
orien ta tion .
• C o m p le te  2  ex tra  con fiden ce q u estion n a ires (5 m in u tes) a t 2  a n d  4  
m o n th s.
I have been advised of the potential burdens associated with this research, 
which include the time necessary to conduct this assessment, and have had an 
opportunity to ask Rachael Murrihy and Mitchell Byrne any questions I may 
have about the research and my participation.
I understand that my participation in this research is voluntary, I am free to 
refuse to participate and I am free to withdraw from the research at any time. 
My refusal to participate or withdrawal of consent will not affect ability to 
attend group supervision or my relationship with the University of 
Wollongong. If I have any enquiries about the research, I can contact Rachael 
Murrihy 0414 306 362 or Mitchell Byrne 42215310, or if I have any concerns or 
complaints regarding the way the research is or has been conducted, I can 
contact the Complaints Officer, Human Research Ethics Committee, University 
of Wollongong on 42214457.
By signing below I am indicating my consent to participate in the research 
Trimary Care Psychiatry: Does group supervision improve mental health 
care?' conducted by Rachael Murrihy, as it has been described to me in the 
information sheet and in discussion with Rachael Murrihy and Mitch Byrne. I 
understand that the data collected from my participation will be used for 
journal publication, and I consent for it to be used in that manner. While 
information may be published, my identity and personal results will remain 
confidential.
_____________ STUDY 1 -  Consent form: Medical Practitioners___________
Date
...... / ...... /
Signed
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STUDY 1 -  Consent Form - Clients of Medical Practitioners
Primary Care Psychiatry:
Does Group supervision improve mental health care? 
Clients of Medical Practitioners
I have been given information about 'P rim a ry  C are P sy ch ia try : D o e s  g r o u p  
su p e rv is io n  im p ro v e  m e n ta l h ea lth  care? ' and discussed the research project 
with my medical practitioner who is supporting research for Rachael Murrihy 
as part of a Master of Clinical Psychology supervised by Mr. Mitchell Byrne in 
the Department of Psychology at the University of Wollongong.
I understand that, if I consent to participate in this project I will be asked to 
• C o m p le te  2  q u estio n n a ires a t th e  b e g in n in g  o f  trea tm en t, a n d  a t  th e  
co m p le tio n  o f  tre a tm e n t o r  a t th e  e n d  o f  g r o u p  su p e rv is io n  tra in in g .
I have been advised of the potential burdens associated with this research, 
which include the time necessary to complete the questionnaires (5-8 minutes 
each time), and have had an opportunity to ask my medical practitioner any 
questions I may have about the research and my participation.
I understand that my participation in this research is voluntary, I am free to 
refuse to participate and I am free to withdraw from the research at any time. 
My refusal to participate or withdrawal of consent will not affect ability to 
receive treatment or my relationship with this clinic. If I have any enquiries 
about the research, I can contact Rachael Murrihy 0414 306 362 or Mitchell 
Byrne 4221 5310, or if I have any concerns or complaints regarding the way the 
research is or has been conducted, I can contact the Complaints Officer, Human 
Research Ethics Committee, University of Wollongong on 4221 4457.
By signing below I am indicating my consent to participate in the research 
'Primary Care Psychiatry: Does group supervision improve mental health 
care?' conducted by Rachael Murrihy as it has been described to me in the 
information sheet and in discussion with my medical practitioner. I understand 
that the data collected from my participation will be used for journal 
publication, and I consent for it to be used in that manner. While information 
may be published, my identity and personal results will remain confidential.
Signed Date
...........................................................................  ......./ ...... / ......
Name (please print)
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STUDY 2: Information Sheet- GPs
Primary Care Psychiatry:
Does Group supervision improve mental health care? 
Information sheet - GPs
Title of Project:
Researcher:
Supervisor:
Primary Care Psychiatry: Does group supervision 
improve mental health care?
Rachael Murrihy -  Candidate, Doctor of Clinical 
Psychology
Mitchell Byrne -  Lecturer, Department of 
Psychology
Associate Professor Craig Gonsalvez, Clinical 
Director, Department of Psycho logy.
Governing institution: University of Wollongong
Contact numbers: R. Murrihy 4221 3747 M.Byme4221 5310
Funding body: Australian Psychological Society, Pfizer, Wyeth.
Aim of project: This project aims to determine if participation in group
supervision training improves GP skills in the delivery of 
mental health treatment.
Your role in the study:
General practitioners - For measuring how effective your patient treatment is you
would be required to recruit patients, with uncomplicated 
depression or anxiety-related disorders, and collect 1 
questionnaire from them at the beginning and conclusion 
of the project. This data collection will require a 5-minute 
explanation of project to patients.
For measuring your knowledge of Brief Cognitive 
Behavioural Techniques (BCBT) and your confidence 
levels you would be required to complete 3 questionnaires 
(15 minutes). To measure practical skills you have 
acquired you will be required to participate in a 
videotaped role-play in which you play the medical 
practitioner conducting assessment in an initial session 
with a patient (student). These assessment measures will 
take place approximately 2-3 months before training 
commences, in the initial training session, and the final 
session. It will take approximately 30 minutes each time. 
An independent panel o f 2 staff members from the
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University o f Wollongong will score your video role-play. 
To measure engagement in CBT you will be asked at the 
beginning and end o f the program to provide information 
on how many patients have been treated with CBT (5 
minutes).
Time is likely to be the greatest inconvenience.
Benefits of participating in study:
General Practitioners:- You can expect to receive clinical and emotional support
from peers and education and training with an 
experienced practitioner.
• Participation in this research is voluntary, participants are free to refuse to 
participate and are free to withdraw from the research at any time. Refusal to 
participate or withdrawal o f consent will not affect ability to receive 
treatment/group supervision or my relationship with the University o f 
Wollongong
• Confidentiality will be preserved fo r  all participants. Numbers will be assigned 
to questionnaires, to preserve confidentiality. For the video role-plays, the 
student in the role o f patient, and the panel o f 2 staff that are rating skills will 
not be informed o f the name o f the subject and will be required to maintain 
confidentiality.
• Videos and questionnaires will be kept in a locked file at the University o f  
Wollongong for the required 5 years before being destroyed.
• If  the participant has any concerns or complaints regarding the way the 
research is or has been conducted, they can contact the Complaints Officer, 
Human Research Ethics Committee, University o f Wollongong on 4221 4457.
If participants have any questions about the project please contact Rachael
Murrihy on 4221 3747.
197
STUDY 2: Information Sheet- Patients of GPs
Primary Care Psychiatry:
Does Group supervision improve mental health care? 
Information sheet -  Patients of Medical Practitioners
Title of Project: Primary Care Psychiatry: Does group supervision 
improve mental health care?
Researcher: Rachael Murrihy -  Doctor of Clinical Psychology
Supervisor: Mitchell Byrne -  Lecturer, Department of 
Psychology
Associate Professor Craig Gonsalvez, Clinical 
Director, Department of Psychology.
Governing institution: University of Wollongong
Contact numbers: R. Murrihy 4221 3747 M.Byme4221 5310
Funding body: Australian Psychological Society, Pfizer, Wyeth.
Aim of project: This project aims to determine if participation in group 
supervision training improves GP skills in the delivery o f 
mental health treatment.
Your role in the studv:
P a tie n ts :- To complete a brief questionnaire which will allow 
researchers to determine if you have benefited from 
treatment. You would be required to complete 1 
questionnaire at the beginning o f treatment, and 6 months 
later (or the completion of treatment). This would take 3-5 
minutes approximately each time.
Tim e is lik e ly  to be the g re a te s t inconvenience.
Benefits of participating in study:
For patient’s: By participating in this research you are assisting in the 
process of developing a training package for GPs that 
will improve their mental skills treatment skills. With 
effective training in place for GPs, it is expected that the 
community as a whole will benefit from better access to 
quality mental health care.
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• Participation in this research is voluntary, participants are free to refuse to 
participate and are free to withdraw from the research at any time. Refusal to 
participate or withdrawal o f consent will not affect ability to receive 
treatment/group supervision or my relationship with the University o f  
Wollongong
• Confidentiality will be preserved fo r  all participants. Numbers will be assigned 
to questionnaires, to preserve confidentiality.
• Questionnaires will be kept in a locked file at the University o f Wollongong for 
the required 5 years before being destroyed.
• If  the participant has any concerns or complaints regarding the way the 
research is or has been conducted, they can contact the Complaints Officer, 
Human Research Ethics Committee, University o f Wollongong on 4221 4457.
If participants have any questions about the project please contact Rachael 
Murrihy on 4221 3747.
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Primary Care Psychiatry:
Does Group supervision improve mental health care? -General Practitioners
I have been given information about 'P rim a ry  C are P sych ia try: D o es g ro u p  
su p e rv is io n  im p ro v e  m e n ta l h ea lth  care?' and discussed the research project 
with Rachael Murrihy who is conducting this research as part of a Doctor of 
Clinical Psychology supervised by Mr. Mitchell Byrne and Associate Professor 
Craig Gonsalvez in the Department of Psychology at the University of 
Wollongong. I understand that, if I consent to participate in this project I will 
be asked to:
• N o m in a te  p a tie n ts  from  m y  p ra c tice  a n d  co llec t 1 qu estion n a ire  a t th e  
b eg in n in g  o f  trea tm en t, a n d  6  m o n th s la te r  (o r th e co m p le tio n  o f  
trea tm en t w h ich ever  com es first).
•  C o m p le te  3  q u estion n a ires a t th e  b eg in n in g  a n d  con clu sion  o f  the  
p r o je c t (1 5 m in u tes).
• C o llec t da ta  a t th e  b eg in n in g  a n d  e n d  o f  the p r o je c t on h o w  m a n y  
c lien ts  w ere  tre a te d  w ith  CBT.
•  P a rtic ip a te  in  a v id e o ta p e d  ro le -p la y  in  w hich  I  p la y  th e m e d ic a l 
p ra c titio n e r  co n d u c tin g  a ssessm en t a n d  trea tm en t w ith  a p a tie n t 
(s tu d en t). This w ill take p la c e  a p p ro x im a te ly  3  m o n th s before  th e  
co m m en cem en t o f  g ro u p  su p erv isio n , a n d  a t th e b eg in n in g  a n d  
con clu sion  o f  th e  p r o je c t (15  m in u tes).
I have been advised of the potential burdens associated with this research, 
which include the time necessary to conduct this assessment, and have had an 
opportunity to ask Rachael Murrihy, Mitch Byme and Craig Gonsalvez any 
questions I may have about the research and my participation.
I understand that my participation in this research is voluntary, I am free to 
refuse to participate and I am free to withdraw from the research at any time.
My refusal to participate or withdrawal of consent will not affect ability to 
attend group supervision or my relationship with the University of 
Wollongong. If I have any enquiries about the research, I can contact Rachael 
Murrihy 0414 306 362 or Mitch Byme 4221 5310, or if I have any concerns or 
complaints regarding the way the research is or has been conducted, I can 
contact the Complaints Officer, Human Research Ethics Committee, University 
of Wollongong on 4221 4457.
By signing below I am indicating my consent to participate in the research 
'Primary Care Psychiatry: Does group supervision improve mental health 
care?' conducted by Rachael Murrihy, as it has been described to me in the 
information sheet and in discussion with Rachael Murrihy, Mitch Byme and 
Craig Gonsalvez. I understand that the data collected from my participation 
will be used for journal publication, and I consent for it to be used in that 
manner. While information may be published, my identity and personal results 
will remain confidential.
Signed Date
..........................................................................  ...... / ...... / ......
______________ _ _______ STUDY 2 -  Consent Form: GPs____________________
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STUDY 2 -  Consent Form: Patients of GPs
Primary Care Psychiatry:
Does Group supervision training improve mental health care?
- Patients
I have been given information about 'G ro u p  S u p e rv is io n ' and discussed the 
research project with my medical practitioner who is supporting research for 
Rachael Murrihy as part of a Master of Clinical Psychology supervised by Mr. 
Mitchell Byrne and Associate Professor Craig Gonsalvez in the Department of 
Psychology at the University of Wollongong.
I understand that, if I consent to participate in this project I will be asked to 
• C o m p le te  1 q u estio n n a ire  a t th e  b e g in n in g  oh trea tm en t, a n d  6  m o n th s  
la te r  (o r  th e  co m p le tio n  o f  tre a tm e n t w h ic h e v e r  c o m es first).
I have been advised of the potential burdens associated with this research, 
which include the time necessary to complete the questionnaire (3 minutes 
each time), and have had an opportunity to ask my medical practitioner any 
questions I may have about the research and my participation.
I understand that my participation in this research is voluntary, I am free to 
refuse to participate and I am free to withdraw from the research at any time. 
My refusal to participate or withdrawal of consent will not affect ability to 
receive treatment or my relationship with this clinic. If I have any enquiries 
about the research, I can contact Rachael Murrihy 0414 306 362 or Mitch Byrne 
4221 5310, or if I have any concerns or complaints regarding the way the 
research is or has been conducted, I can contact the Complaints Officer, Human 
Research Ethics Committee, University of Wollongong on 4221 4457.
By signing below I am indicating my consent to participate in the research 
'Group Supervision' conducted by Rachael Murrihy as it has been described to 
me in the information sheet and in discussion with my medical practitioner. I 
understand that the data collected from my participation will be used for 
journal publication, and I consent for it to be used in that manner. While 
information may be published, my identity and personal results will remain 
confidential.
Signed Date
...........................................................................  ......./ ...... / ......
Name (please print)
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APPENDIX B: Ethics Approval: Study 1
FINAL APPROVAL -  L\H5 AUTHORISATION 
la  reply plea» quote: CT :KM HE02/O67
Further Enquiries: Karen M cRae (PH: 42214457)
14 M arch 2002
Mr M itchell Byrne 
Departm ent o f  P sychology  
U niversity o f  W ollongong
Dear Mr Byrne.
I am pleased to advise that the following Human Research Ethics application has been 
finally approved. As a condition of approval the Human Research Ethics Committee 
requires that researchers immediately report anything which might warrant review of 
ethical approval of the protocol including: serious or unexpected adverse effects on 
participants, proposed changes to the protocol unfhrseen events that might affect continued 
ethical acceptability o f the project and discontinuation of the research project before the 
expected date of completion- A copy of this advice has been forwarded to die LAHS 
from whom you will need authorisation to proceed.
Ethics Number: HE 02 067
Project Tide: Primary care psychiatry does group supervision improve
mental health care?
Name of Researchers: 
Final Approval Date: 
Date for Renewal:
Mitchell Byrne; Rachael Mmrihy 
14 March 2002 
13 March 2003
This certificate relates to the research protocol submitted in your original application and 
includes all approved amendments to date.
Please note that research projects of long duration must be reviewed annually by the 
Committee and it will be necessary fra: you to apply for renewal of this application if  this 
project is to continue beyond one year.
Yours Sincerely,
Assoc. Prof Colin Thomson 
Chairperson
Human Research Ethics Committee
cc. Prof Anthony Hodgson, IAHS
202
APPENDIX C: Study 1: Demographics Questionnaire
DEMOGRAPHICS QUESTIONNAIRE
1. Date o f birth:
2. Gender:
3. How many years have you worked in your profession?
(specify years)
4. On average, how many patients would you treat with CBT each
week?.
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APPENDIX D: Study 1: Videotaped Skills Assessment: BMACS
Byne Munim Assessment 
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Study 1: Videotaped Skills Assessment: BMACS
Purpose:-
M e a s u re s  th e  a p p lic a tio n  o f in tro d u c to ry  c o g n itiv e -b e h a v io u ra l th e ra p y  (C B T )  
skills.
O b s e rv e r  ra ted  s c a le  d e s ig n e d  fo r u s e  w ith  v id e o /a u d io  ta p e d  in te rven tio n s .
T h e  B M A C S  m e a s u re s  th e  a p p lic a tio n  o f  5  cen tra l c o m p o n e n ts  o f C B T  
in c lu d in g :-
1. A s s is tin g  p a tie n ts  to  fe e l u n d ers to o d
2 . B rie f ra tio n a le  fo r c o g n itiv e  b e h a v io u ra l s tra te g y
3. C h o ic e  an d  im p le m e n ta tio n  o f  c o g n itive  b e h a v io u ra l s tra te g y
4 . H o m e w o rk  se ttin g
Session Record:-
T h e ra p is t: _________
T a p e  ID  no. _________
R a te r: _________
Directions:-
T h e  th e ra p is t’s p e rfo rm a n c e  on  a  g iv e n  skill is ra ted  acco rd in g  to  a  L ikert s c a le  
ra n g in g  fro m  0 -6 , w h e re  0  w o u ld  b e  in d ic a tiv e  o f a  p e rfo rm a n c e  th a t w o u ld  b e  
c o n s id e re d  v e ry  lo w  c o m p e te n c y  th ro u g h  to 6 , w h ich  re p re s e n ts  p e rfo rm a n c e  
a t a n  e x p e rt lev e l. E x p e c te d  c o m p e te n c ie s  a re  d e s c rib e d  a t e a c h  leve l from  0 ­
6  a s  an  a id  to  scoring .
T h e  like rt s c a le  p ro v id e s  a  b ro ad  g u id e lin e  fo r a s s e s s o rs  on ly . It m a y  not 
a c c o u n t fo r all c o n tin g e n c ie s , in w h ich  c a s e  th e  a s s e s s o r  is re fe rre d  to  th e  co re  
c o m p e te n c ie s  fo r  g u id a n c e .
W h e n  sco rin g , it is im p o rta n t to  c o n s id e r p rim arily  th e  co re  c o m p e te n c ie s  th a t  
re p re s e n t th e  k e y  c rite rion  fo r th is  item , an d  to  a  le s s e r d e g re e , d e s ig n a te d  
s e c o n d a ry  c o m p e te n c ie s  (th e  likert s c a le  a ttem p ts  to  h igh ligh t k e y  a n c h o r  
p o in ts  fro m  th e  c o m p e te n c y  list).
( 1 )  C o re  c o m p e te n c ie s  (m o s t h e a v ily  w e ig h te d  c rite ria )
(2 )  S e c o n d a ry  c o m p e te n c ie s  (m o re  a d v a n c e d  skills ).
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Study 1: Videotaped Skills Assessment: BMACS
If th e  d e s c rip tiv e  s c a le s  fo r  a  g iv e n  ite m  o c c a s io n a lly  d o  n o t s e e m  to  a p p ly  to  
th e  s e s s io n  yo u  a re  ra tin g , fe e l f re e  to  d is re g a rd  th e m  a n d  d e fe r  to  th e  m o re  
g e n e ra l s c a le  b e lo w :
0  P o o r  1 B a re ly  a d e q u a te  2  M e d io c re  3  S a tis fa c to ry  4  G o o d  5  V e r y  
G o o d  6  E x c e lle n t
T h e  sco rin g  p ro file  fo r th is  s c a le  sh o u ld  a p p ro x im a te  a  n o rm a l d is trib u tio n  ( i.e . 
m id -p o in t 3 ).
Scoring Instructions
Step 1 . R e a d  c o re  a n d  s e c o n d a ry  c o m p e te n c ie s
Step 2. A tte m p t to  ra te  tra in e e  u tilis ing  L ik e rt s c a le  d e s c rip tiv e s .
Step 3. If L ik e rt s c a le  d e s c rip tiv e s  a re  n o t a d e q u a te  re fe r  b a c k  to  c o re  an d  
s e c o n d a ry  c o m p e te n c e  list.
Step 4. F a ilin g  th is , u s e  g e n e ra l s c a le  (s e e  a b o v e ).
Item 1 -  Interpersonal effectiveness.
Core competencies.
• Therapist communicates empathy and understanding for the 
clients feelings (via reflective listening, clarification and 
summation).
• Therapist communicates warmth towards the client (facial 
expression, tone, posture).
• Therapist is genuine in the relationship (therapist appears to be 
genuinely invested and interested in client e.g. listens without 
interrupting, attending to client).
S e c o n d a ry  c o m p e te n c ie s
•  T h e ra p is t  w a s  in contro l o f  s e s s io n , sh ifting  a p p ro p r ia te ly  b e tw e e n  
lis ten in g  a n d  s p e a k in g .
•  G o o d  ju d g e m e n t a s  to  w h e n  to  in te rv e n e .
•  T h e ra p is t  m a k e s  c le a r  s ta te m e n ts  w ith o u t h e s ita tin g  o f  re p h ra s in g .
•  T h e ra p is t  is a b le  to  u n d e rs ta n d  im p lic it, a s  w e ll a s  e x p lic it m e a n in g s  o f  
p a tie n t’s c o m m u n ic a tio n s .
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Circle the number that best represents the skill level demonstrated by trainee (see 
descriptive features on right).
Item 1 Interpersonal Effectiveness:-
▲ 0  -  T h e ra p is t  is c o ld /d e fe n s iv e  o r d e m e a n in g  to w a rd s  c lien t(rig id
b o d y  p o s tu re , in te rru p tin g  c lien t, cold, d e m e a n in g  to n e , 
in s in c e re , im p a tie n t).
1 -  S o m e  a c tiv e  lis ten ing  skills  w e re  u s e d , h o w e v e r  th e re  a re  still
m a jo r  d ifficu lties  e v id e n t (e .g . in te rru p tin g  c lien t, lec tu ring  c lien t, 
m in im al w a rm th , m in im a l e y e  co n tac t, d o e s  not c h e c k  fo r c lien ts  
a g re e m e n t, in s in cerity ). T h e ra p is t h a s  d ifficu lty  s h o w in g  e m p a th y , 
g e n u in e n e s s , w a rm th .
2  -  S o m e  a c tiv e  lis ten ing  skills  w e re  u s e d , h o w e v e r, all co re
c o m p e te n c ie s  a re  not a d e q u a te ly  m et. M o d e ra te  p ro b le m s  a re  
still o b s e rv e d  ( fe w e r  d ifficu lties  th a n  a b o v e ).
3  -  A ll c o re  c o m p e te n c ie s  a re  m et a d e q u a te ly . T h e ra p is t
c o m m u n ic a te s  w a rm th , e m p a th y  an d  g e n u in e n e s s . S e c o n d a ry  
c o m p e te n c ie s  o r m o re  a d v a n c e d  skills  m a y  no t b e  e v id e n t a t th is  
leve l.
4  -  A ll c o re  c o m p e te n c ie s  a re  m e t a d e q u a te ly . A t le a s t 1 s e c o n d a ry
c o m p e te n c y  is d e m o n s tra te d .
5  -  T h e  th e ra p is t d e m o n s tra te s  v e ry  good  in te rp e rs o n a l
e ffe c tiv e n e s s . P a tie n t a p p e a rs  c o n fid e n t th e y  a re  be ing  
u n d e rs to o d . All c o re  c o m p e te n c ie s  a re  m e t a d e q u a te ly . S o m e  
a d v a n c e d  skills a re  d e m o n s tra te d .
6  -  In te rp e rs o n a l e ffe c tiv e n e s s  is insightfu l an d  in sp ira tio n a l. All
c o m p e te n c ie s  a re  m e t in a  h igh ly  e ffe c tiv e  m a n n e r.
Item 2. Brief Explanation for CB Intervention
NB: It can be assumed that the client already understands the 
development and maintenance of their disorder. This task involves a 
brief explanation(1-2 min) of how the intervention will act to reduce 
client’s symptoms.
Core competencies
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• Therapist explains how CB intervention works to reduce 
symptoms.
• Therapist checks client understanding of rationale.
S e c o n d a ry  co m p eten c ies
•  T h e ra p is t ac tive ly  d e te rm in e s  w h e th e r th e  c lient a g re e s  w ith  th e  
proposed  in tervention .
Item 2. Brief Explanation for CB Intervention:-
A 0  T h e ra p is t fa iled  to exp la in  ra tio n a le  b e fo re  co m m en c in g  in terven tion .
1- T h e ra p is t a ttem p ted  to co m m u n ica te  th e  ra tio n a le  fo r tre a tm e n t, 
h o w e v e r th e re  w e re  m ajor d ifficu lties (no t m atch ing  exp lan a tio n  to level 
o f client, i.e . too in te llec tua lised , poor e x a m p le s , no con firm ation  c lien t 
h as  understood ).
2 - T h e ra p is t a ttem p ted  to co m m u n ica te  th e  ra tio n a le  fo r tre a tm e n t, 
h o w e v e r th e y  had m o d e ra te  d ifficu lties in articu lation  (fe w e r  th an  no. 1).
3 - All core  c o m p eten c ies  h a v e  b een  a d e q u a te ly  m et. T h e ra p is t exp la in ed  
th e  ra tio n a le  fo r in tervention  a d e q u a te ly  and  confirm ation  w a s  so u g h t 
th a t th e  client had understood . S e c o n d a ry  co m p e te n c ie s  m a y  not b e  
ev id en t a t this level.
4 -  All core  c o m p eten c ies  a re  m et a d e q u a te ly . T h e ra p is t ch ecks  if c lien t 
a g re e s  w ith p roposed  in tervention .
5 - T h e ra p is t co m m u n ica tes  th e  exp lan a tio n  skilfu lly and a c tive ly  ch ecks  if 
th e  patien t a g re e s  w ith and u n d ers tan d s  th e  cogn itive  m o d e l. M in im al 
problem s.
6 - E xce lle n t articu lation o f th e  ra tio n a le  fo r th e  in terven tion , skilfully  
covering  all co re  and a d v a n c e d  co m p eten c ies .
▼
Item 3. Choice and Implementation of Cognitive Behavioural 
Strategy.
Core competencies
• Therapist delivers one CB strategy.
• Therapist delivers clear explanations/instructions (therapist 
may have the client practise strategy in session).
• Therapist ensures purpose of task is clear
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• Therapist repeatedly seeks client’s input
S e c o n d a ry  c o m p e te n c ie s
•  T h e ra p is t  c h o s e  a  C B  in te rv e n tio n  fo r th e  c lien t th a t w a s  a p p ro p ria te  
to  th e  c lie n t’s n e e d s  a t th is  po in t in th e  th e ra p y  p ro c e s s
Item 3. Choice and implementation of Cognitive Behavioural 
Strategy:-
0  -  T h e ra p is t  d o e s  not u s e  a p p ro p ria te  co g n itive  an d  b e h a v io u ra l 
s tra te g ie s .
1. A n  a tte m p t a t a n  in te rv e n tio n  is m a d e , h o w e v e r  m a jo r p ro b le m s  a re  
e v id e n t ( ta s k  is u n ila te ra lly  se t, ta s k  is irre le v a n t fo r c lie n t’s p ro b lem s, 
e x p la n a tio n s /p u rp o s e  is u n c le a r).
2 . A n  a tte m p t a t a n  in te rven tio n  is m a d e , h o w e v e r  all c o re  c o m p e te n c ie s  
a re  not a d e q u a te ly  m et. M o d e ra te  d ifficu lties  a re  e v id e n t ( le s s  th a n  no. 
1).
3 . C o re  c o m p e te n c ie s  h a v e  b e e n  a d e q u a te ly  m et. T h e ra p is t h a s  d e liv e re d  
a  s a tis fa c to ry  C B  in te rven tio n . T h e ra p is t m a y  not h a v e  c h o s e n  th e  m ost 
s u ita b le  in te rv e n tio n  fo r  th is  c lien t and  th is  po in t in th e ra p y .
4 . A ll c o re  a n d  s e c o n d a ry  c o m p e te n c ie s  a re  m et a d e q u a te ly  (a  tim e ly  
in te rv e n tio n  is c h o s e n , d e liv e re d  sa tis fac to rily  by th e ra p is t, c le a rly  
e n a b lin g  th e  c lien t to  d e v e lo p  n e w  p e rs p e c tiv e s ).
5 . A ll c o re  c o m p e te n c ie s  a re  m e t a d e q u a te ly . T h e ra p is t ap p lied  th e  
in te rv e n tio n  w ith  skills a n d  flexib ility . M in im a l p ro b lem s
6 . E x c e lle n t c h o ic e  an d  ap p lica tio n  o f a  C B  s tra teg y . M a s te rfu lly  co verin g  
all c o re  an d  a d v a n c e d  c o m p e te n c ie s .
Item 4. Homework Setting
Core competencies
• Therapist informs client of rationale for homework.
• Therapist explains homework task in a specific and precise 
manner (including when, where, how often).
• Therapist actively seeks agreement from client that they will 
carry out homework.
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• Therapist designs homework appropriate to the specific client 
and their stage in therapy.
S e c o n d a ry  co m p eten c ies
•  T h e ra p is t co llab o ra tes  w ith  c lient in d es ign ing  h o m e w o rk  e x e rc is e s  
(ac tive ly  s e e k s  patien ts  input).
•  T h e ra p is t asks  client if th e y  fo re s e e  a n y  b arrie rs  in com pleting  
hom ew ork.
•  T h e ra p is t g ives  c lient w ritten  h o m ew o rk  instructions.
Item 4. Homework Setting Descriptive:-
1. T h e ra p is t d o e s  not se t hom ew ork.
2 . A n  a ttem p t a t h o m ew o rk  is m ad e , but m ajor d ifficu lties  ev id en t. 
H o m ew o rk  is un ila tera lly  set. T h e  exp lan a tio n  is rushed  and  
in ad eq u a te . C lien t partic ipation  is not ac tive ly  sought. H o m e w o rk  
chosen  is inap p ro p ria te  (irre levan t to session  go a l, too  co m p lica ted /tim e  
consum ing).
3. A n a ttem p t a t h o m ew o rk  is m ad e , h o w e v e r all co re  c o m p e te n c ie s  a re  
not a d e q u a te ly  m et. M o d e ra te  d ifficu lties a re  ev id en t. H o m e w o rk  is 
ap p ro p ria te  (u n like  no. 1) h o w e v e r it is u n ila te ra lly  set. R a tio n a le  fo r 
ho m ew o rk  is insuffic ient (om ission  o f e ith e r th e  re a s o n  fo r do ing  
ho m ew o rk  o r th e  re le v a n c e  o f h o m ew o rk  fo r c lients  particu la r g o a ls ), 
and  ho m ew o rk  instructions a re  not specific  en o u g h . T h e ra p is t d o e s  not 
ch eck  if c lient can  an tic ip a te  barriers .
4 . C o re  c o m p eten c ies  h a v e  b een  a d e q u a te ly  m et. A n  a p p ro p ria te  
h o m ew o rk  ta s k  h as  b een  set and  ra tio n a le  fo r th is  ta s k  and  h o m e w o rk  
in g en era l exp la in ed . Instructions w e re  a d e q u a te  (though  th e y  m ay  
ben efit from  g re a te r  specific ity). T h e ra p is t h as  sought c lien t’s a g re e m e n t  
to partic ipate  in hom ew ork. S e c o n d a ry  criteria  m ay  not b e  e v id e n t a t th is  
level (co llaboration  in design ing  h o m ew o rk , w ritten  instructions, 
prob lem -so lv ing  barriers).
5. All co re  co m p eten c ies  a re  m et a d e q u a te ly . S o m e  a d v a n c e d  skills a re  
d em o n stra ted . M in im al prob lem s.
6. E xce lle n t quality  o f h o m ew o rk  co llab o ra tive ly  set. H igh ly  d e v e lo p e d  
skills in delivery.
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Study 1: Videotaped Skills Assessment: Instructions for GPs and Confederate
Study 1:
Instructions for General Practitioners
Your name is Dr Chee. You will enter a room in which you’ll find a patient Matilda 
Brown, whom you are treating. You’ve seen this patient once before and have 
completed an initial assessment with her. Using the information you have previously 
elicited (see background information) your task is to begin the process o f a cognitive- 
behavioural intervention. This should include: -
>  Sharing the cognitive-behavioural model
> Establishing a collaborative relationship
> Providing a formulation o f Matilda’s problem from a CBT framework
>  Providing a structure for the session
> Addressing homework issues
Important: You will be stopped after 15 minutes.
Instructions for confederate
Your name is (enter patient name). This is your second appointment with Dr Chee, 
your physician. On your first appointment with Dr Chee you told him detailed 
information about the problems you are experiencing (please see your accompanying 
background details). In this 2nd session with Dr Chee you need to follow these 
directives: -
1. Answer all questions AS BRIEFLY AS POSSIBLE from information you have 
been given. If you are unsure o f an answer, answer ‘I don’t know’.
2. At an opportune point in the interview you need to digress from the agenda 
topic saying: “ Where did you get your watch, shirt, jewellery etc. from? I do 
all my shopping at Target because I can get everything I need then...” continue 
along these lines until the examinee stops you.
3. If  the examinee attempts to set homework assignments you need to ask: “Do I 
really need to do homework, I feel a bit anxious about doing it?”
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Anne Smith -  Background History from 1st session for treating physician 
Demographics: Anne is 25 and single.
Presenting problem: Anne reports feelings of depression, which have been getting 
progressively worse over a 3 month period.
Symptoms: She feels lethargic, restless. She has lost pleasure in usually pleasurable 
activities. Sleep and appetite is affected. Feelings o f worthlessness. Difficulties 
concentrating at work -  which is significantly interfering with work life. Dropping out 
of previously enjoyed activities.
Precipitating factors (triggers): The depressed feelings began around the time she 
started her new position as a manager in accounts at a large firm in the city. Anne had 
never really enjoyed working in this field (finished university 3 years ago), she chose 
an accounting degree because it seemed ‘sensible’, and she was pushed by her father, 
who had always impressed on her the importance of getting a good education and a 
secure job. She said that she clearly remembers her father (now deceased) stressing to 
her how he had painstakingly saved enough money to put her through university, to 
give Anne opportunities he himself had not had.
For Anne, leaving this field of work would mean she had failed herself and her family. 
Anne took on her current position 4 months ago when the last company she worked for 
went broke, and she was made redundant Though she played no role in the company’s 
demise, she reported feeling like a failure and responded by applying for a more 
prestigious job. She went from 9-5pm days to 8-8pm and often later (with a 1-hour 
drive home). She reports that the work is stressful, her managers aren’t supportive, and 
she feels constantly in a state of self-doubt about her competence (am I really good 
enough to do this job?).
Due to the long hours her recreational activities have dropped off. Anne says she 
would really like to do something completely different but feels trapped. She says that 
she stays in this job because of the beliefs her father, whom she loved and respected 
(now deceased), has instilled in her. She says that having an important, secure career is 
important to her in feeling good about herself. If she left her job it would upset her 
mother and then Anne would feel like she wasn’t good enough, a failure.
Other relevant information: Anne’s father died 1 year ago (cancer). She spends any 
spare time with her mother who has not coped well since his death.
Psychiatric and medical history/Family history: no relevant history 
Previous treatment: none
Coping strategies: Currently taking St. Jill’s Wort. Anne has coped by cancelling 
social plans and working longer hours to make up for her inefficiency (“if I work hard 
then everything will be OK”). Anne has 2-3 drinks to get off to sleep 
Summary: Anne feels as though she needs a respectable, secure career to be a 
worthwhile person “If I have a good job, then I’m good enough”. Without that career 
she feels that she is ‘not good enough’, ‘a failure’. Hence she copes by working hard 
because she believes that this will help her to avoid becoming a failure. The thought of 
leaving work in this field confirms Anne’s core beliefs about herself, that she wasn’t 
good enough.
Study 1: Videotaped Skills Assessment: Case Scenarios (I)
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Matilda Brown -  Background History from 1st session for treating physician 
Demographics: Matilda is a 19-year-old university student.
Presenting problem: Matilda reports feelings o f depression and anxiety, which have 
been getting progressively worse over a 3-month period.
Symptoms: She reports that her “confidence has been on a downhill slide”. Her mind 
is constantly racing and her sleep is disrupted. Both her energy and mood are low. She 
is having difficulty concentrating on study and has been dropping out of social 
activities, which she previously enjoyed.
Precipitating factors (triggers): The depressed feelings began around the time 
Matilda commenced university. Matilda relocated to the city for university. She came 
from a small regional town in NSW; a tight knit community. She had been a 
conscientious worker and had achieved above average grades. She reports that she 
experienced anxiety about leaving her home town, but if she wanted to do Speech 
Therapy then she had to go to university in the city. Matilda was raised by her mother 
Lyn, who had worked full-time, and managed the household single-handedly. Her 
father had left when Matilda was 8 years old. Her mother had instilled in her that the 
only person to count on was herself and that she had to be strong person to survive in 
this world. In fact Matilda remembers that their mother didn’t have much sympathy if 
she had any problems in life and her favourite saying is that there was “no use 
dwelling on it”. If  Matilda was upset about something she would cry in her bedroom so 
her mother would not get upset at how weak she behaving. Matilda had no siblings.
Matilda’s main problem at present is that she is struggling with 2 o f her subjects. She 
is enrolled in a speech therapy degree, and the subjects she is having trouble with are 
anatomy and biochemistry. She is having difficulty keeping up and is on the pass/fail 
mark for weekly tests she is given in class. Whenever they discuss a concept that she 
finds difficult to grasp she says to herself “ I should be able to work this out myself, 
what’s wrong with me, everyone else gets it” and when she considers asking someone 
for help she thinks “they’ll think I’m a failure”.
Psychiatric and medical history/Family history: She suspects her mother has had 
depression in the past when her father left, however she refuses to discuss the issue. 
Previous treatment: None
Coping strategies: Matilda has coped by working longer hours to make up for her 
inefficiency (“if I work hard then everything will be OK”). Matilda reports that she has 
made a few friends at university but she has not divulged her problems to anyone, “If I 
tell them they might think I’m a failure”.
Summary: Matilda feels that if she asks for help or assistance in any way then she is a 
failure. “If  I ask someone for help, then I’m weak. If I can sort this out myself then 
everything will be OK”. When she struggles to cope at university, she labels herself 
“useless” “weak” and a “failure”. Hence she copes by studying harder because she 
believes that this will help her to avoid becoming a failure. The thought o f failing 
university confirms Anne’s core beliefs about herself, that she is weak and 
incompetent.
Study 1: Videotaped Skills Assessment: Case Scenario (II)
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Jenny Perez -  Background History from 1st session for treating physician 
Demographics: Jenny is a 26 year old single mother.
Presenting Problem: Jenny reports feelings o f depression and anxiety, which have 
been getting progressively worse over the last few years.
Symptoms: Jenny reports that she is feeling exhausted, irritable and is having 
difficulty relaxing. She is constantly worrying about her daughter, finances, health and 
work. She is having difficulty concentrating on her work and has lost any enjoyment 
she previously had gotten from it.
Precipitating factors (triggers): Jenny’s mother had always been a worrywart, and 
Jenny had picked up her tendency to worry. Her relationship with her father had been 
very close, until his fatal heart attack (at 42 years) when she was 13 years old. She said 
that her father’s unexpected illness has a huge impact on herself, and her family, and 
she subsequently assumed more responsibility in the household.
After her father died, her mother stayed home for the next 2 years, was irritable and 
not emotionally available to the children. In retrospect Jenny thinks her mother was 
depressed for that period. Jenny was responsible for her 2 younger brothers getting 
them ready for school, packing their lunches and so forth. Money was tight and Jenny 
remembers worrying about not having enough to last until the next pay.
Jenny also worried a great deal about what her brothers and mother do if she were to 
become ill (what if I have a heart problem like dad, what would happen to the boys?). 
By the time she was in her senior year her family life had regained some normality, 
with her mum lifting out of the depression. Since that time there had been no major 
problems until the birth of her daughter Jade 3 years ago. Her pregnancy had been 
unplanned and Jenny declined to marry Jade’s father whom she did not love.
Since her daughter was bom, Jenny has found her worrying has been getting out of 
control. She worries about something happening to her, she worries she will lose her 
job and they won’t have enough money. “What if something happens to her daughter 
she would never cope”. Her mother has told her that she is exhausted from being so 
perfectionistic all the time, but Jenny says if I don’t do things right then I ’d be 
responsible if something happened to her.
Psychiatric and medical history/Family history:
Father had heart attack at young age. Mother had reactive depression.
Previous treatment: None.
Coping strategies: Jenny has tried to do things perfectly to prevent any possible threat 
from occurring.
Summary: Jenny is overestimating threat in her world. To deal with this core belief 
“the world is a threatening, unpredictable place. I am not safe” she tries to 
overcompensate by being perfectionistic “ If I do everything perfectly then there is less 
chance that something terrible will happen. Hence, she copes by working hard (and 
exhausting herself) because she believes this will help her to avoid negative 
consequences.
Study 1: Videotaped Skills Assessment: Case Scenario (III)
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APPENDIX E: Byme-Murrihy Brief Assessment of Cognitive Knowledge
CBT Supervision and Training: Multiple Choice Questionnaire
The purpose o f this questionnaire is to provide a baseline on practitioner 
knowledge and to evaluate the effectiveness o f the training program in enhancing 
knowledge. The program is the unit o f evaluation, not the participant.
1. When using CBT, the relationship with the patient should be based on:
a. Your expertise to show them how to solve the problem;
b. Unconditional positive regard;
c. Collaborative sharing of responsibility for change;
d. Collaborative investigation of the problem and potential solutions;
e. All o f the above.
2. Negative reinforcement refers to:
a. The removal o f an aversive stimuli upon completion o f a behaviour;
b. Being punished for engaging in a given behaviour;
c. The provision of an unsatisfying reinforcement for engaging in a given 
behaviour;
d. Not receiving a reinforcement for engaging in a given behaviour;
e. I have no idea what negative reinforcement refers to!
3. In the initial therapy session, the therapist should ‘socialise the patient to the 
Cognitive Model’. Socialising the patient to the Cognitive Model involves:
a. Helping the patient to become their own therapist;
b. Explaining the link between how the patient construes an event and the 
emotion that they experience;
c. Helping the patient to identify core beliefs or schema’s that determine 
how the patient construes events;
d. Both a & b;
e. All three (a, b & c).
4. CBT case formulation involves:
a. Identifying things that happened in the patients developmental period 
that have contributed to the current problem;
b. Identifying the recent events that triggered the problem;
c. Identifying the thoughts and behaviours that maintain the problem;
d. Identifying ‘constitutional’ predispositions toward having the problem;
e. All o f the above
5. Intermediate beliefs are:
a. Beliefs that are only held for a short time;
b. Rules, attitudes and assumptions that link core beliefs and automatic 
thoughts;
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c. Temporary changes in belief structures agreed between the therapist and 
the patient to provide symptom relief;
d. Beliefs developed in young adulthood that are not held as strongly as 
those developed in childhood;
e. Beliefs that are most affected by SSRI medication.
6. As a general rule, most therapeutic change occurs:
a. Between sessions as the patient does their homework;
b. During the session as the patient and the therapist identify automatic 
thoughts;
c. After therapy has been completed, when the patient uses their new skills 
independently;
d. When the patient gains insight into the contribution of early life 
experiences to current difficulties;
e. When medication is taken consistently and appropriately.
7. CBT sessions are highly structured because:
a. Government funding limits the number of sessions that can be 
undertaken;
b. CBT is directive and centred on the therapists knowledge;
c. Structure facilitates therapist and patient understanding of the problem 
and how it will be overcome;
d. Structure means that all patients can be treated in the same way;
e. All o f the above.
8. The structure of the first session, should include:
a. Psycho-education about the patients problem;
b. Socialising the patient to the cognitive model;
c. Setting homework;
d. Setting an agenda;
e. All o f the above.
9. The structure of session two and beyond:
a. Is determined on a session by session basis according to what problems 
are identified;
b. Is determined by the patients preferences about what they would like to 
cover;
c. Follows some general rules that do not vary greatly;
d. Follow basically the same format as the first session;
e. Is determined by the number of sessions that are available for therapy.
10. Homework:
a. Should almost always be included at the end of each session;
b. Should be determined by the therapist according to the therapeutic 
agenda;
c. Should always involve the patient recording something on paper;
d. Need not be reviewed if the session is “busy”;
e. None of the above.
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11. CBT is generally described as a time limited therapy. Which of the following 
are true:
a. All patients should be cured in 6 -  12 sessions;
b. Most patients will achieve treatment goals in 6 to 12 sessions;
c. Some patients require therapy for years;
d. Both b & c are true;
e. None of the above are true.
12. Inexperienced therapists should consider referring the patient to specialist 
services when:
a. The patient presents with an Axis II disorder as well as an Axis I 
disorder or a dual diagnosis of substance abuse and another Axis I 
disorder;
b. All cases should be considered in the context o f therapist-patient match 
and supervision and support resources available to the therapist;
c. The patient has physical health problems as well as mental health 
problems or is on medication;
d. The therapist experiences considerable personal discomfort in dealing 
with a particular problem, the patient is from a cultural background 
unfamiliar to the therapist or the patient is part o f a family system that 
maintains the pathology;
e. The patient is engaged in some form of litigation related to the 
presenting complaint or if the patient has cognitive difficulties.
13. Behavioural interventions:
a. Should always be included in CBT, that’s why its called “Cognitive 
Behavioural Therapy”;
b. Have been shown to be effective in the absence o f Cognitive Therapy;
c. Are only useful in simple cases;
d. Are only useful in complex cases;
e. None of the above.
14. Homework tasks always involve:
a. Keeping a diary of the weeks events;
b. Reading material related to the identified problem;
c. Reading material about CBT;
d. Some form of patient knowledge expansion;
e. All o f the above.
15. A sa  Cognitive Behavioural Therapist, the best way o f understanding my 
patients’ problems is:
a. From a stress-diathesis perspective;
b. From the medical perspective;
c. From the patient’s perspective;
d. By looking into my own life experiences;
e. From the perspective of significant others in the patients’ life.
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APPENDIX F: Supervisee Levels Questionnaire-Revised 
SUPERVISEE LEVELS QUESTIONNAIRE-REVISED
Never Rarely Sometimes H alf the Time Often Most of the Time Always
1 2 3 4 5 6 7
Please write the appropriate number in the right hand column. r
1. I feel genuinely relaxed and comfortable in my counselling or therapy sessions.
2. Iam able to gain insights into therapy with minimum help from a supervisor.
3. Iam able to be spontaneous in counselling or therapy, yet my behaviour is relevant.
4. I lack self-confidence in establishing counselling relationships with diverse client types.
5. Iam able to apply a consistent personalised rationale o f human behaviour in working 
with my clients.
6. I tend to get confused when things don’t go according to plan and lack confidence in 
the ability to handle the unexpected.
7. The overall quality o f my work fluctuates, on some days I do well, on other days I do pot
8. I will depend on supervision considerably in figuring out how to deal with my clients.
9. I feel comfortable confronting my clients.
10. Much of the time in counselling or therapy I find myself thinking about my next 
response instead o f fitting my intervention into the overall picture.
11. My confidence fluctuates from day-to-day.
has developed and maintained the problem and what treatment is appropriate.
12. At times, I wish a supervisor could be in the counselling or therapy session to lend a 
hand.
13. During counselling or therapy sessions, I find it difficult to concentrate because o f my co 
about my own performance.
14. Although at times I really want advice or feedback from a supervisor, at other times 
I really want to do things my own way.
15. Sometimes the client’s situation seems so hopeless I don’t feel confident at all.
16. It is important that a supervisor allows me to make my own mistakes.
17 Given my current state o f professional development, I believe I know when I 
consultation from a supervisor and when I don’t.
18 Sometimes I question how suited I am to be a counsellor.
19. Regarding counselling or therapy, I view a supervisor as a teacher or mentor.
20. Sometimes I feel that counselling is so complex that I will never be able to learn it all.
21. I believe I know my strengths and weaknesses as a counsellor sufficiently well to underi 
my professional potential and limitations.
22. Regarding counselling or therapy, I view a supervisor as a peer or colleague.
23. I think I know myself well and can integrate that into my therapeutic style.
24. I find I am able to understand my client’s view o f the world, yet help them objectively e\ 
alternatives.
25. At my current level o f professional development, my confidence in my abilities is such t 
desire to do therapy doesn’t change much from day-today.
26. I find I am able to empathise with my clients’ feeling states, but still help them focus 
on problem resolution.
27. I am able to adequately assess my interpersonal impact on clients and use that 
knowledge therapeutically.
28. I am adequately able to assess the client’s interpersonal impact on me and use that 
therapeutically.
29. I believe I exhibit a consistent professional objectivity and ability to work within 
my role as a counsellor without undue over involvement with my clients.
30. I believe I exhibit a consistent professional objectivity and ability to work within 
my role as h counsellor without excessive distance from my client.
1. _
2 .  _
3. _
4. _  
5-_
6._
7. _
8 .  _
9. _
10.
11,
12,
13,
14,
15,
16,
17,
18,
19.
20,
21,
22.
23 ,
24 ,
25,
26 ,
27 ,
28 , 
29.
30.
219
APPENDIX G: Adherence to Agenda Questionnaire
Adherence to Agenda Questionnaire
Please circle one of the following:
• To what degree do you set a clear agenda for therapy at the beginning of each 
counselling session?
Rarely___________________________________________________Always
1 2 3 4 5 6 7 8 9  10
• To what degree do you meet the agenda for each counselling session?
Rarely___________________________________________________ Always
1 2 3 4 5 6 7 8  9 10
APPENDIX H: Utility of Group Supervision Questionnaire
Utility of Group Supervision Questionnaire
Please circle: 1 = poor, 3 = fair, 5 = good
Satisfaction
Questionnaire
Scale:
Coverage of 
Topic: 1 2 3 4 5
Quality of 
Presentation 1 2 3 4 5
Relevance to your 
Practice 1 2 3 4 5
Venue 1 2 3 4 5
Format 1 2 3 4 5
M K > a -o  A
Arte- jc u  ouf^crrHy tcficir^ p-r^sci- u>-:
iCcrn -po*̂  yo -̂r- £. f̂ ĉ -i'ĉ r-vr̂  I p/ f̂cjicrr-iT
_____ 0~v'c4P> _ . Y^s N o
"Z2T
rw ;̂ /  i
C > ' » ^ 2 S S  - = 0 3 3  ^ -
~Nnr'~rf ^  vhtt 2  c*n=*e a number 0, 1, 2 or 3 which Indicates how rm4 >pi‘~Q lo you over m en ssi we&k. ~\ '
• on any statement '— ^ c? no riariL Oi wronc .nswers. Do not scend too mu-chi tmr
ina Taung scafe is  as fo llow s:
0 Did not apply to me st all . •
1 AppBed iq me to some degree, or some of the f e e
2 Applied lo me xo a considerable degree, or a good part of nrr
3 Applied lo me very much., of most of the f e e
1 1 found myscrir getting upset by gurte trivial rhinos 0 1 2 3
2 1 was aware of dryness of my mouth
' \ 0 1 2 3
3 1 couldn't seem to experience any positive feeling at all 0 i 2 3
/ { experienced breathing difficulty (eg; excessively rapid breathing, 
breathlessness in the absence of physical exertion) '
- 0 1 2- 3
5 1 just couldn't seem to get going
r„
0 1 2 3
6 1 tended to over-react to situations 0 1 2 3
7" 1 had a feeling of shakiness (eg, legs- going to give way) ' 0 1 2 3
8 i found it □rfricuit.to relax 6 1 2 3
9 1 round mysetr in situ ado ns that made me so anxious 1 w h s  rhcst 
relieved when they ended .
0 1 2 3
10 1 felt that I had nothing to look forward to 0 1 2 Qw
11 I found myself getting upset rather easily ' 0 i 2 3
12 1 felt feat 1 was using a lot of nervous energy " - 0 1 2 3
13 1 felt sad andtdepressed ‘ . - ‘ 0 -j 2 3
14 1 found myself getting impatient when I was delayed in any way 
(eg, lifts, trail i d  lights, being kept waiting)
p 1 2
15 l had a feeling of faintness - ‘ ‘ _ . o 2
16 I felt feat i had lost interest in just about everything . 0 -f 2 3
17 . 1 feft 1 wasn’t worth much as-a person u . ii 2
18 1 felt that 1 was rather touchy - n 1 2
19 [ perspired noticeably (eg, hands sweaty) in the absence of high 
’ temperatures or physical exertion - ,
0 2
20 - -1 feft scared without any good reason 0 -1 ¿L 3
21 1 felt feat life wasnt worthwhile - 0 -j 2 3
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Reminder o i rating sca le: '
0 Did not apply to me at ail . ■'
1 Applied io. me to som e degree, or some of the time
2 Applied to me to a considerable degree, or a good part of time
3 Applied to me very much, or most of trie time
22 l found rt hard to wind down ' 0 1 2 3
23 l had difficulty in swallowing • . • ' . 0 1 2 3
24 l couidni seem  to get any enjoyment out of the things I did ' 0 1 2 3
25 l was aware of the action of my heart in .the absence of physical 
exertion (eg, sense of heart rate Increase, heart missing a beat:) ■
0 Ï 2 3
26 l felt down-hearted arid blue • . ■ 0 1 2 3
27 I found that I was very irritable • 0 1 2‘ 3
.28 l felt l was dose to panic . • - ’ .0 ■1 2 .3
29 [ found it hdFu to cairn down sner something upset me ’ 0 1 2 3
3D ’ [ feared mat l would be “thrown* by some trivial but 0 1 2 3
unfamiliar task • •
31 l was unable to become enthusiastic about anything D 1 2 3
32 I found it difficult to tolerate interruptions to what l was doing • • 0 1 2 3
33 ! was in a state of nervous tension ' 0 1 • •2 3
34 l felt i was pretty worthless ■ 0 1 2 3
35 [ was intolerant of anything that kept me from getting oh wrth
what l was doing • '
0 1 2 3
' 36 l felt terrified ' ' • . 0 1 ' 2 3
37 l could see nothing in the future to be hopeful about Q 1 2 3
38 l felt that Fife was meaningless ' ’ 0 1 2. 3
"39 i found myself getting agitated - - 0 1 2 3
40 I was worried about situations in which I might panic and make 
a fool of myself . .
G 1 2 3
41 I experienced trembling (eg, in the hands) v . Q .1 2 3
42 ! found it drrncutt to work up the inrfiatrve to do things 0 i 2 3
~TK Ctrvto »U fr> W sT
APPENDIX J: Hospital Anxiety and Depression Scale (HADS)
A 1 feel tense or 'wound up':
M ost o f the tim e 3
A  lot o f the tim e 2
From  tim e to tim e, occasiona lly 1
Not at all 0
D 1 still enjoy the things 1 used to enjoy:
D efin ite ly  as m uch 0
Not qu ite  so m uch 1
O nly a little 2
H ard ly at all 3
A
1 get a sort of frightened feeling as if something 
awful is about to happen:
V ery de fin ite ly  and quite badly 3
Yes, but not too badly 2
A  little, but it doesn 't worry me 1
Not at all 0
D 1 can laugh and see the funny side of things:
As m uch as 1 a lw ays could 0
Not qu ite  so m uch now 1
D efin ite ly not so m uch now 2
Not at all 3
A Worrying thoughts go through my mind:
A  great deal o f the tim e 3
A  lot o f the tim e 2
From tim e to tim e, but not too often 1
O nly occas iona lly 0
D 1 feel cheerful:
Not at all 3
Not often 2
S om etim es 1
M ost o f the tim e 0
A 1 can sit at ease and feel relaxed:
D efin ite ly 0
Usually 1
Not O ften 2
Not at all 3
D 1 feel as if 1 am slowed down:
N early all the tim e 3
Very often 2
Som etim es 1
Not at all 0
A 1 get a sort of frightened feeling like 'butterflies' in the stomach:
Not at all 0
O ccasiona lly 1
Q uite O ften 2
Very O ften 3
D 1 have lost interest in my appearance:
D efin ite ly 3
1 don't take as m uch care as 1 should 2
1 m ay not take quite  as m uch care 1
1 take jus t as m uch care as ever 0
A 1 feel restless as 1 have to be on the move:
Very m uch indeed 3
Q uite a lot 2
Not very  much 1
Not at all 0
D 1 look forward with enjoyment to things:
As m uch as 1 ever did 0
R ather less than 1 used to 1
D efin ite ly  less than 1 used to 2
H ardly at all 3
A 1 get sudden feelings of panic:
V ery often indeed 3
Q uite often 2
Not ve ry  often 1
Not at all 0
D 1 can enjoy a good book or radio or TV program:
O ften 0
S om etim es 1
Not often 2
Very seldom 3
Total ‘A’ =
Total ‘D’ =
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APPENDIX K: Focus Group Question List
1. Personal support
In terms of personal support, how did you find group supervision?
Has this group contributed to a greater sense of professional identity/less isolation?
2. Professional development needs
Did group supervision meet your needs for further mental health training?
How did you find the content o f the sessions?
What changes would you suggest for next time?
3. Confidence in treating mental health patients
Has your confidence in treating mental health patients altered as a result o f attending 
group supervision?
These questions were used as an introduction to each content area only.
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APPENDIX L: Summary of Objectives and Emerging Themes from Focus Group Sessions
Objectives:- Themes:- Comments-
Effectiveness of W a ver in g  C o n fid en ce  L e v e ls “/  do fe e l  more comfortable and confident with probably sm all groups o f  pa tien ts who have
Group: GP Whilst overall participants agreed they were fa ir ly  simple problems. I  fe e l  more incompetent with those with com plex problems. A t least I  can
Confidence “definitely” more confident in using CBT, this get them started... ”
Levels confidence appeared to be restricted to “simple” “(With more complex presentations) I  fe e l  comfortable to say O K  this is the problem, and this is
cases or “getting more complicated cases started.” what the person needs. Get them started, then refer them to someone who m ight have more time
Heightened and skills to do it but at least get them that far. ”
confidence was Group supervision had led to a greater awareness
chosen as a focal in participants of the complexities and time
point for requirements o f CBT (“the more you learnt the
discussion less confident you became”).
because it serves R o le  C o n fu sio n
as a good There was confusion regarding who GPs should be
indicator of: (a) treating, and what therapeutic goals GPs can hope
perceived to achieve within the time constraints of general
increase in CBT practice. The predominance o f complex cases in
knowledge/skills, case discussion indicated that GPs were willing to
and (b) the treat more complicated cases, however they were
participant’s not working from any clear guidelines regarding
“I  fe e l  in general practice that that is like a huge step i f  you  can actually come up with alikelihood of selection o f patients, therapeutic aims and referral.
engaging in This lack of guidelines was evident from: diagnosis, get the patient to agree that is a reasonable diagnosis, and then get them started.
greater CBT 1. Conversations where GPs attempted to
“(Helping patients to be) comfortable with you, with the whole C BT concept, th a t’s O K  and thenpractice define a vague role for themselves
(Westmore, 2. Constant requests from GPs for more ju s t getting (across) the basics. ”
2006). structure i.e. outlines of precisely what
“There are some people you can help that have got fa ir ly  simple problem s that otherwise youGPs need to cover in treatment (see
below). might have almost ignored, slacked off, and you  think I  can do something there. A nd  it is very
G rea te r  L ik e lih o o d  o f  T rea tin g  P a tie n ts
Participants expressed that attending group 
supervision has made them more likely to treat 
patients with CBT, as opposed to “shying 
away” from the task.
straightforward. ”
*
Objectives:- Themes:-
Professional 
Development 
Training Needs
Participants unanimously agreed that their 
professional development needs had been met by 
group supervision. A number of important 
components central to the effectiveness o f group 
supervision were identified by participants:
Im portance o f  Sm a ll Group F orm at
The first theme emerging was the importance o f  
sm all group fo rm a t for this mode o f learning. 
Participants stated that they had benefited from the 
small group format for a variety o f reasons:
(a) Greater interaction.
(b) Less intimidation factor.
(c) Development o f a support network. 
According to participants the small group format 
also allowed for the development o f a support 
network, including the specialist facilitator and 
other GPs.
Case-based D iscussions
All participants deemed case-based discussions a 
useful training tool as they allowed for:
(a) Comparison to others.
This social comparison or “normative 
function” has long been recognised as an 
important function o f supervision, enabling 
trainees to monitor their progress in relation to 
peers (Proctor, 1986, as cited in Cottrell & 
Smith, 2000).
(b) Practical “hands-on ” training.
Participants repeatedly stressed the importance 
o f practical training for their professional 
development as therapists (further discussion
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Comments-
“I  t h i n k  i t  i s  a l w a y s  u s e f u l  to  t a l k  to  y o u r  c o l l e a g u e s  b u t  t h e  t h i n g  i s  w e  u s u a l l y  g e t  t o g e t h e r  in  
l a r g e  g r o u p s ,  y o u  k n o w , b i g  e d u c a t i o n  s e s s i o n s  a n d  s o  o n . Y o u  r e a l l y  d o n  7  g e t  t h e  o p p o r t u n i t y  f o r  
h e a r i n g  w h a t  y o u  ’r e  d o i n g  in  y o u r  r o o m  w i th  y o u r  p a t i e n t s  w h i c h  i s  r e a l l y  w h a t  w e ’v e  b e e n  
t a l k i n g  a b o u t  in  t h e s e  s e s s i o n s ,  w h i c h  i s  m u c h  m o r e  h e l p f u l . . .  ”
“I ’m  u s u a l l y  v e r y  t i m i d  in  a  g r o u p  s i t u a t i o n .  I n  t h i s  s i t u a t i o n  I  h a v e  t h e  o p p o r t u n i t y  t o  a s k  
q u e s t i o n s  a n d  p a r t i c i p a t e  w h e n  I  w a n t  t o . . . ”
“ O n c e  y o u  ’r e  a  G P  y o u  d i s a p p e a r  i n t o  y o u r  o w n  l i t t l e  r o o m  a n d  d o  y o u r  o w n  l i t t l e  t h i n g  a n d  y o u  
r e a l l y  d o n  7  k n o w  w h a t  t h e  o t h e r  G P  d o e s  in  t h e i r  r o o m . ”
“ ( I t  w a s  h e l p f u l )  j u s t  k n o w i n g  t h a t  o t h e r  p e o p l e  w e r e  f a c i n g  t h e  s a m e  s o r t  o f  p r o b l e m s ,  l o o k i n g  
a t  h o w  t h e y  ’r e  t r y i n g  to  s o l v e  t h e s e .  ”
“/  t h o u g h t  t h e  m o r e  a c a d e m i c  p a r t  w a s  g o o d  - j u s t  t o  g e t  t h a t  b a c k g r o u n d  a n d  s e e  w h e r e  i t  f i t t e d  
in  w i th  t h e  p r a c t i c a l  s i d e .  ”
“ Y o u r  f i r s t  r o l e - p l a y  i s  t h e  o n e  y o u  d o  w i th  y o u r  p a t i e n t . . . y o u  ’r e  s o r t  o f  e x p e r i m e n t i n g  o n  
t h e m . . . t h e y  e n t r u s t  y o u . . . ( y o u ’r e )  u s i n g  y o u r  p a t i e n t s  a s  g u i n e a  p i g s .  ”
“I ’m  v e r y  m u c h  a  p r a c t i c a l  h a n d s  o n  p e r s o n ,  s o  I  k n o w  I  p r e f e r  t o  d o  a  r o l e - p l a y  . . . t o  k n o w  h o w  
t h a t  f i t s  i n t o  t h e  d a y  t o d a y  d e a l i n g  w i th  p a t i e n t s . . .  t h a t  s o r t  o f  t h i n g  I f i n d  v e r y  h e l p f u l  ”.
J  Objectives:- Themes:-
below). Case-based discussions allowed insight 
into how therapy is conducted on a step-by- 
step basis, as well as exposure to different 
therapeutic styles.
D id a c tic  T e a c h in g
Participants also nominated the didactic teaching 
as an important component of training, building 
upon and “reinforcing” earlier Sphere training.
R o le -p la y s
Participants clearly espoused the benefits of role- 
plays in group supervision:
Indeed, the request fo r  more practical training 
was a significant theme that arose form both the 
focus group and in session requests, and extended 
beyond role-play to include other aspects of 
therapy, for example “developing anxiety 
hierarchies and practising CBT 
conceptualisations.”
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Objectives:- Themes:- Comments-
Emotional
Support
E c h o in g  p r e v io u s  d i s c u s s i o n s  th a t  h a d  ta k e n  p la c e  
w it h in  th e  g r o u p , G P s  in  th e  fo c u s  g r o u p  a ls o  
s p o k e  a b o u t  t h e  e m o t io n a l  e n e r g y  n e e d e d  to  
u n d e r ta k e  C B T . G P s  a g r e e d  th a t  t h e y  fe lt  
s u p p o r te d  b y  t h e  r e g u la r , in t e r a c t iv e  fo r m a t  o f  
g r o u p  s u p e r v is io n  ( e s p e c i a l l y  c a s e  d i s c u s s io n ) ,  
w h ic h  a l lo w e d  t h e  G P s  to  b e c o m e  c lo s e r  o v e r  
t im e .  T h e y  w e r e  c o m fo r t e d  b y  t h e  k n o w le d g e  th a t  
o th e r  G P  th e r a p is t s  w e r e  “ in  th e  s a m e  b o a t”  a n d  
b e n e f i t e d  fr o m  tr y in g  o u t  n e w  s k i l l s  in  th e  s a f e t y  
o f  a  s u p p o r t iv e  e n v ir o n m e n t .
Improvements 
For Future 
Groups (Study 
2): CBT in  
General 
Practice
P a r t ic ip a n t s  s ta te d  th a t  a  n u m b e r  o f  s ig n i f i c a n t  
c h a n g e s  in  c u r r e n t  p r a c t ic e  w o u ld  n e e d  to  b e  
u n d e r ta k e n  i f  t h e y  w e r e  to  in c r e a s e  th e ir  C B T  
w o r k lo a d .  F ir s t ly  th e r e  w o u ld  n e e d  to  b e  a c h a n g e  
fr o m  a  “r e a c t iv e ”  to  a  m o r e  “p r o a c t iv e ”  s ta n c e  
t o w a r d s  tr e a tm e n t:
S e c o n d ly ,  p a r t ic ip a n t s  r e v e a le d  th a t  th e  s c h e d u lin g  
o f  C B T  p a t ie n t s  c o u ld  b e  p r o b le m a t ic  a n d  w o u ld  
n e e d  to  b e  o v e r c o m e  fo r  s u c c e s s f u l  in te g r a t io n .
“General practice is very much a reactive process. You deal with the problem  that com es through 
your door and once y o u ’ve dealt with that problem  you  say goodbye to it and deal with the next 
one. Setting up fo r  C BT is a completely different structure....you have to be proactive ...you  have 
to have an agenda...you have to structure these set o f  appointm ents...so i t ’s a different m indset 
that you have to learn. ”
“I f  I ’m already late when I  ge t to patient, you  d o n ’t necessarily fe e l  like giving yo u r best self...bu t 
i f  I  book them at the end  o f  the day I ’m buggered. ”
“I t ’s hard to do a session in under 45 minutes. You ’re running late before you  start and running  
really late when you  finish. ’’
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APPENDIX M: Demographic Questionnaire
CBT Group Supervision Demographic Questionnaire
1. Date o f birth:.......................................
2. Gender:......................................................
3. How many years have you worked in your profession?
4. How many hours o f CBT training altogether have you received in the past (note: 
CBT training not generic mental health training)?
5. On average, how often would you engage in delivering CBT?
Once a day
More than twice per week
Twice per week
Less than once a fortnight
□
□
□
□
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APPENDIX N: STUDY 2: Videotaped skills test:TPRS.
VIDEO CASE:................ (Letter)
Video Id: Year/Cycle No/Therapist Initials: .............. / ............/ .........
Name of Rater:........................  Date of rating:..........
Name of person in client Role:............. Therapist name........
Therapist Performance Rating Scale (Cognitive Behavioural Therapy)
ITEMS Rating
A. Psychoeducation 1 2 3 4 5 6
B. Other behavioural/cognitive 
strategies
1 2 3 4 5 6
C. Use of homework 1 2 3 4 5 6
D. Overall choice and 
implementation of 
behavioural/cognitive strategies
1 2 3 4 5 6
E. Rapport and engagement 1 2 3 4 5 6
F. Therapist proficiency and 
engagement.
1 2 3 4 5 6
G. Overall rating of general 
counseling skills
1 2 3 4 5 6
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THERAPIST PERFORMANCE SCALE V2.3 
COMPETENCE AS A COGNITIVE BEHAVIOURAL THERAPIST
Please use the following guidelines to assign ratings.
STUDY 2: Videotaped skills test:TPRS.
A Psycho education
N/a. Use of psychoeducation did not apply or was not relevant to the session.
1 : Therapist’s communication was unclear and confused, or therapist lectured 
the client excessively.
2: Therapist’s communication was fairly clear, but typically the amount and/or 
pace of information was inappropriate.
3: Although the therapist’s information giving did not always match the client’s 
needs, the therapist remedied this by obtaining client feedback to ensure 
important aspects were well received by client.
5: Therapist displayed an accurate understanding of client’s ability to cope with 
information, which was provided in manageable chunks, and crafted well to 
suit the recipient.
6: Skillful choice o f words/analogies to ensure that information was delivered 
powerfully and received without distortion.
B. Other behavioural/cognitive techniques.
Rate if cognitive or behavioural techniques (e.g., desensitization, behaviour 
rehearsal) were employed within the session.
N/a: Not applicable
1 : Questionable rationale for technique employed or procedures were not 
conducted appropriately.
3: Intervention technique chosen is appropriate and positive outcomes are 
likely although better intervention options were available, or intervention could 
have been used more efficiently.
5: Excellent choice and efficient use of the intervention technique.
6: Masterful use of intervention techniques under difficult circumstances or 
despite client resistance.
C. Use o f Home tasks
N/a: Use of homework in this session was not appropriate 
1 : Therapist failed to use several appropriate opportunities within the session to 
set home tasks
3: Therapist used somewhat relevant home tasks although more critical tasks 
were missed
5: Home task/s chosen was appropriate and practical, and fitted nicely within 
direction and progress of the session.
6: Innovative home task/s chosen to consolidate and highlight important 
discoveries during session
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D. Overall choice and implementation o f behavioural /cognitive strategies 
N/a: Did not use cognitive strategies
1: Poor implementation ofbehavioural/cognitive strategies. Unclear whether 
even minimal progress was achieved.
2: Skills at the beginner level. Marginal progress during session has been 
achieved.
3: Skills at the advanced beginner or intermediate level. Intervention strategies 
are chosen appropriately and applied in a satisfactory manner, (or for cognitive: 
the client’s unhelpful belief structures are being evaluated), but level o f 
performance is patchy, gains are not consolidated, or efficiency with which this 
is achieved is moderate.
4. Skills at the competent level. Clear direction in therapy, and efficient use of 
strategies and interventions.
5: Accomplished performance of behavioural interventions/cognitive therapy. 
Significant progress has been achieved during the session.
6: Masterful performance. Major behavioural/cognitive changes are likely to 
be accomplished.
E. Rapport and engagement
1: Therapist’s behaviour is accusatory/confronting/challenging or unduly 
patronizing resulting in poor therapy.
3: Therapist is in tune with the client’s thoughts and emotions some of the 
times
5: Therapist is in tune with the client’s thoughts and emotions most o f the time. 
6: Therapist manages to stay in tune with the client even during difficult 
periods within the session. Cognitive restructuring is conducted in a way that 
enhances rather than impairs rapport
F. Therapist proficiency and competence.
1: Therapist’s verbal and nonverbal communication indicates a lack of 
knowledge or competence, or therapist is inappropriately brash or patronising. 
3: Through and nonverbal behaviours the therapist communicates competence 
to the client some of the times.
5: Through verbal and nonverbal behaviours the therapist often communicates 
a high level of knowledge and expertise, and does this in a congruent and 
appropriate way
6: Through verbal and nonverbal behaviours, the therapist communicates 
expertise even in trying circumstances and in the face of probing questions.
G. Overall rating of general counseling skills
1: Unsatisfactory counseling skills making it unclear whether even minimal 
progress was achieved.
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2: Skills at the beginner level. Marginal progress during session has been 
achieved.
3: Skills at the advanced beginner or intermediate level. Demonstrated good 
listening and active responses sometimes, although a high level of performance 
was not always maintained or was attained only after some time and effort.
4. Skills at the competent level. Clear direction in therapy, and efficient use of 
strategies and interventions.
5: Skills at an advanced or proficient level. Accomplished performance most of 
the time resulting in significant progress during the session.
6: Masterful performance. Excellent demonstration of listening and other 
counseling skills even in difficult circumstances.
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STUDY 2: Videotaped skills test
Instructions for confederate
See the accompanying script for details of the client you are to role-play. Try to adopt 
a “character” and be as consistent as possible. Your client is mild-moderately affected 
by their symptomatology. If the GP asks you something that is not on the details page 
you can make this up but try to be consistent across role-plays.
The therapist has only has 10 minutes to complete their tasks, therefore avoid taking up 
too much “air” time.
You are free to ask questions if therapist is not communicating clearly.
The “therapy” should be stopped at 10 minutes.
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STUDY 2: Videotaped skills test: Case Scenarios.
Instructions for GPs (Role-play I)
You will shortly be introduced to your client. This is your 2nd session with this client; 
pertinent information from the first session can be found below:
Your task is to deliver 10 minutes of a therapy session in which you will:
• Give a brief explanation for treatment (education about the disorder has already 
been given in I st session)
• Deliver 1 brief CB intervention
• Set a homework task
Client 1 Jill Ingham
This is your second session with Jill. From your first session you have the following 
information:
Jill is 38, married, with 4 children under 10 years of age.
Presenting problem: Muscle aches and pains, gastrointestinal upset, feeling on edge, 
restlessness, trouble getting to sleep and restless sleep, panic attacks, fatigue.
Precipitating factors: Jill lives a very hectic lifestyle. She is a real estate salesperson 
which has her “on the go” most days o f the week. Jill has always enjoyed her job until 
recently (4 months ago) when she has started to feel unwell. Jill does not have time to 
exercise and he has 2-3 glasses of wine “most nights” because it helps her to unwind.
Jill admits she has very little time to himself. When she is not working she is usually 
helping the children with their homework and doing household chores. Jill reported 
her symptoms, including sleeping and gastrointestinal upsets, developed about 4 
months ago when her husband lost his job. She reflects that she was very stressed 
about the financial implications of losing the job. The panic attacks also began around 
4 months ago. Jill was driving to work and had a panic attack that was so distressing 
she had to pull off the road. She is now having panic attacks that come “out of the 
blue” a few times per week and is worried that she is going to “lose it” at work. She 
worries about what will happen to her family if she loses her job “I won’t be able to 
pay the bills and we’ll end up with nothing. I feel like a real failure”.
Jill is also upset by her trouble sleeping as she is “unable to concentrate the next day at 
work”. She is convinced that his boss and colleagues have noticed she isn’t coping and 
are losing patience with her (although there had been no observable changes in their 
behaviour that Jill could identify).
Jill’s goals: To stop the panic attacks.
* You have 5 minutes to prepare and 10 minutes to treat your client
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STUDY 2: Videotaped skills test: Case Scenarios.
Instructions for GPs (Role-play II)
You will shortly be introduced to your client. This is your 2nd session with this client; 
pertinent information from the first session can be found below:
Your task is to deliver 10 minutes of a therapy session in which you will:
• Give a brief explanation for treatment (education about the disorder has already 
been given in 1st session)
• Deliver 1 brief CB intervention
• Set a homework task
Client 1 Rebecca Lam
This is your second session with Rebecca. From your first session you have the 
following information:
Rebecca is single, 24 years of age, and a mother of Thomas (6 years).
Presenting Problem: Low mood, lack of energy, teariness, low libido, early morning 
wakening, muscle tension, worrying, headaches (no physical cause), suicidal ideation.
Precipitating factors (triggers): Rebecca recently returned to TAFE to attempt, for 
the second time, a diploma in computing. The first time, at 18 years, she had dropped 
out after getting pregnant with her only child Thomas. This time around Rebecca 
attended class up until assessment was due when she became distressed that she would 
fail. This distress was overwhelming. She tried taking valium to calm her down but 
this made concentrating even harder, and as a result 1 month ago she dropped out (“I 
just knew that I wouldn’t pass. Everyone else understood things so much better than 
me”). Prior to this latest attempt at study, Rebecca had been a stay-at-home mum. She 
had chosen to remain at home with Thomas until he was old enough to go to school.
Rebecca did not cope well with her failed attempt at TAFE. She had never had much 
confidence in herself but now her self-esteem was at rock bottom. She worries alot 
about what the future holds for her and Thomas, and feels guilty that she isn’t a good 
enough mother. She wakes up in the middle o f the night with her mind racing. Now 
that Thomas is at school during the day she is lost with all the time on her hands, and 
spends a lot of the day in front of the TV or sleeping. She hasn’t kept up with her 
university friends because she was too embarrassed (“they’ll think I’m a failure, and 
they’d be right”). Likewise she has avoided her old friends for the same reason. She 
has started smoking cannabis daily “just to take the edge o ff’. She is afraid to look for 
a job because she has never worked before and “isn’t qualified for anything”. Rebecca 
spends a good deal o f her day ruminating over her bleak future. Rebecca thinks that 
TAFE was her last chance to do something with her life. Now she believes that she is 
never going to be a success and will not be able to give her son the opportunities that 
she should be giving him.
Rebecca’s goal: To “feel like she used to” i.e. she wants to get pleasure out o f daily 
activities again.
• You have 5 minutes to prepare and 10 minutes to treat your client
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Instructions for GPs (Role-play III)
You will shortly be introduced to your client. This is your 2nd session with this client; 
pertinent information from the first session can be found below:
Your task is to deliver 10 minutes of a therapy session in which you will:
• Give a brief explanation for treatment (education about the disorder has already 
been given in 1st session)
• Deliver 1 brief CB intervention
• Set a homework task
Client 1 Miriam Nesbith
This is your second session with Miriam. From your first session you have the 
following information:
Miriam is a 34 year old, single, mother of two children (8 and 10 years)
Presenting problem: Muscle tension, aches and pains, irritability, difficulty sleeping, 
fatigue, restlessness, headaches.
Precipitating factors: Two and half years ago Miriam experienced the breakdown of 
her marriage of 11 years. This breakdown was devastating to her as she had discovered 
her husband had become involved in another relationship. Six months after separating 
her husband had decided to move interstate to pursue this relationship. Since that time 
Miriam has been the sole caretaker of their two children.
Miriam is constantly worrying about making ends meet. She is receiving minimal child 
support payments from her ex-husband which has become a source of stress and 
frustration in itself. She has had to increase her work hours to 10 hours 6 days per 
week just to keep the children in their private schools. Due to this extra work she has 
very little time or energy for activities outside of work.
Miriam is also finding the responsibility o f being the sole caretaker of her children 
weighing heavily upon her. She is constantly worrying that she isn’t making the right 
choices for her children. “What if I do the wrong thing, and something terrible happens 
and it will be all my fault. I wouldn’t be able to cope” Her tiredness is causing 
irritability which is leading her to snap at the children, which makes her feel even 
worse about herself (“I’m a failure as a mother”). She wishes she had more time to go 
out with friends but doesn’t want to leave the children with her family because “I don’t 
want to burden anyone”, “I should be able to cope with this on my own”. She worries 
about getting sick and then how will she be able to look after the children. She even 
worries about the amount of worrying she is doing, but she can’t seem to control it. 
Lately she has been having a drink or two in the evenings just to wind down. Miriam 
says she has never felt particularly confident in herself but now she feels so low about 
herself that she “can’t be bothered” catching up with people anyway. She is starting to 
get teary as she can’t see any light at the end of the tunnel.
M iriam ’s goal: “Enjoy life again”.
* You have 5 minutes to prepare and 10 minutes to treat your client
STUDY 2: Videotaped skills test: Case Scenario.
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I. What is Jill’s most likely primary diagnosis?
APPENDIX O: Brief CBT Knowledge Questionaire (I)
II. What other diagnoses should you be considering (list 3)?
III. In Jill’s case, what factors might lead you to decide to refer her on to a specialist 
(list 3)?
IV. Thinking back to the treatment intervention you used with Jill, what problems 
might Jill encounter over the following week using this exercise (list 3)?
V. Name 6 psychological disorders that should be referred on to specialists:
VI. What are 4 steps that should be taken by GPs during the referral process?
VII. Name 3 active listening techniques.
VIII. A 46 year old mother of 2 (18 and 20 year olds) presents in general practice. She 
is a registered nurse who is currently working on rotating rosters. She reports that she 
is having difficulty getting off to sleep, and the sleep she is getting is unsatisfying. She 
also complains o f feeling tired, irritable and low. She says these symptoms worsened 
dramatically around the time her youngest (“my baby”) child went backpacking in 
South America 6 months ago. She said she had always been a worrier before this (she 
worried about her family’s health, fiancés, what people thought o f her at work, 
whether she was doing a good enough job) but after her daughter left these symptoms 
worsened to the point where it was interfering with her normal functioning.
She reports that she constantly worries about her daughter “there is a lot o f trouble in 
Chile, she could get kidnapped for ransom which is common over there” “she’s just
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not very good at weighing up risks, if something happened to her and I let her go I’d be 
responsible and I don’t think I could ever cope with that”. She says her husband 
tells her that she needs to stop worrying because it doesn’t help. She also worries about 
her son’s marriage and wonders if she should intervene to help them She also reports 
feelings of low self-esteem and low mood that she had had “for as long as she can 
remember”. She is currently taking valium to manage her anxiety.
What is her most likely primary diagnosis?
IX. What other diagnoses should you consider (list 3)?
X. A 40-year old man, dressed in a business suit, presents in general practice. When 
you go to the waiting room to collect him you notice that he is concentrating intensely 
on his lap top computer. He puts his lap top away and his notes go into an 
immaculately organized briefcase. You ask him what he is looking for help with and 
he says that he doesn’t know where to start. He says that his wife is unhappy in their 
marriage because of the time he spends at work. She is threatening to leave him if he 
doesn’t seek help. Your client says the marriage is fine for him and that he has come 
really just to stop her from leaving.
You ask the client how the rest of his life is going and he replies that he has been a “bit 
anxious” about problems at work. He is a solicitor and works in a very driven, 
competitive firm. He made partner at 38, a firm record, and prides himself on being 
“the first to arrive in the morning and the last to leave at night”. He says that he has 
difficulty delegating work and trusting his junior colleagues to work autonomously 
because “they don’t always pick up editing mistakes”. He does admit that he has been 
unable to keep personal assistants for long periods -  they just don’t have the work 
commitment and eye for detail that he requires.
It appears that in the last few years his need to scrutinize all work in his area has 
started to interfere with his ability to get his job done. In his last 2 annual performance 
appraisals his boss has told him that his perfectionism is affecting his work 
performance and his relationship with others. They can’t find a personal assistant 
willing to work for him. Your client chose to ignore his advice however deciding that 
there was no point in doing things if they weren’t done correctly. He had always 
worked hard and that had gotten him where he was today. He blamed his difficulty 
managing workload on the increased demands of being promoted to partner.
Given his focus on work you are not surprised to find that he has no friends and that 
his wife and children are unhappy. His adds that his wife also complains that he does 
not give her enough money to manage the household. Your client points out that this 
isn’t true however and to prove this he made a list of all household expenditures made 
over the month and decided that the money was adequate.
What provisional primary diagnosis would you give this client?
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APPENDIX O: Brief CBT Knowledge Questionaire (II)
I. What is Rebecca’s most likely primary diagnosis?
II. What other diagnoses should you be considering (list 3)?
III. In Rebecca’s case, what factors might lead you to decide to refer her on to a 
specialist (list 3)?
IV. Thinking back to the treatment intervention you used with Rebecca, what problems 
might Rebecca encounter over the following week using this exercise (list 3)?
V. Name 6 psychological disorders that should be referred on to specialists:
VI. What are 4 steps that should be taken by GPs during the referral process?
VII. Name 3 active listening techniques.
VIII. A young woman, dressed in black, presents in general practice. She is flushed, 
avoids eye contact and says very little. She asks you how long the session will take 
because her brother (who drove her to the centre) wants to know how long the wait 
will be. When you reply that you are unsure and suggest to her brother that he have a 
coffee and come back in 20 minutes, your patients looks distressed and asks him to 
remain nearby. When you ask your patient about this she said she feels safer if her 
brother is around.
You ask the patient about her reason for seeking treatment and she replies anxiety. She 
has had a number of anxiety attacks over the last year where she has suddenly felt: 
faintness, tingling in the arms, blurred vision, trembling, sweating and a pounding 
heart. These attacks have taken place at college, when having her artwork critiqued by 
other students, on the crowded train, and at the shops. Your client is so fearful that she 
now avoids places where these attacks have happened. You ask her what she fears
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might happen during one of these attacks and she replies that she is scared she will lose 
control and other people will think she is mad. The panic attacks do not seem to occur 
when she is alone.
She reports that she was always a nervous person growing up especially around 
unfamiliar people. Your client drinks 4-5 spirits one or two nights per week and does 
not take any prescription medication. She now avoids going out to many places and is 
feeling increasingly low. She is not interested in going to her art course which she used 
to enjoy because she has lost confidence in her abilities as an artist. She has a family 
history of major depressive disorder.
What is her provisional primary diagnosis?
IX. What other diagnoses should you consider (list 3)?
X. A 39-year old, separated, mother of 8-year old twins, presents in general practice. 
You call her name in the waiting room and wait for her to follow you down the 
hallway to your office. She greets you without making eye contact and continues to 
finish her conversation with the person next to her while you wait impatiently. You ask 
her what she is seeking help with and she says that she had been caught shoplifting 
during the week -  for the third time and that she is facing a court appearance. She goes 
on to ask you to see her in therapy so that you can write a letter to the court saying that 
she has a psychological problem which has led to her repeated shoplifting.
She goes on to say that in addition to the shoplifting problem she also has a large credit 
card debt she has incurred from a gambling problem. She says that she just can’t seem 
to control herself even when she stands to lose everything. She binge drinks (6-8 
glasses o f spirits) also once or twice a week which appears to be triggered by fights 
with her ex-husband, whom she is in an “on- again, off-again” relationship with “I just 
can’t seem to stay away, some love is better than none”. Her major supports are her 
husband, one close friend and family members -  all relationships that appear to have a 
lot o f ups and downs.
Your client also complains that she doesn’t know who she is. She has had a number or 
jobs in the last year which she has left because she has suddenly decided she would 
prefer to try something else. She also identifies sudden mood swings when she gets 
really angry “at the smallest things” or depressed. During these times she sometimes 
bangs her head against the wall “just to feel alive -  to take away the numbness”. A 
number of times during the session she appears to “space out” and you have to repeat 
questions to her. Your client has a family history of Bipolar II Disorder.
What provisional primary diagnosis would you give this client?
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I. What is Miriam’s most likely primary diagnosis?
APPENDIX O: Brief CBT Knowledge Questionaire (III)
II. What other diagnoses should you consider (list 3)?
III. In Miriam’s case, what factors might lead you to decide to refer her on to a 
specialist (list 3)?
IV. Thinking back to the treatment intervention you used with Miraim, what problems 
might Jill encounter over the following week using this exercise (list 3)?
V. Name 6 psychological disorders that should be referred on to specialists:
VI. What are 4 steps that should be taken by GPs during the referral process?
VII. Name 3 active listening techniques.
VIII. A 30-year old single mother o f two (3 and 10 year olds) presents in general 
practice. Her hair is unkempt, her posture is stooped and her face looks gaunt and sad. 
She reports that she is having difficulty coping with her boys, in particular the 10-year 
old who has been diagnosed with Attention Deficit Hyperactivity Disorder. She said 
her partner left one year ago and since then she has been particularly down 
experiencing early morning wakening, teariness, fatigue, low self-esteem. She is 
generally not enjoying any o f the activities that she would usually enjoy.
Your client has a history of major depressive episodes including approximately 1 year 
of Post Natal Depression after each child was bom. She also had a psychotic episode 
when she was 21 years after smoking pot and using speed for an extended period. 
During this episode she became paranoid that someone was going to harm her 
(auditory hallucinations), lasting around 6 months. You enquire as to when she last felt 
her normal self and your client found this difficult to answer. She replies that although 
she can identify particularly bad episodes o f depression she has always feel pretty low.
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She reflects that she was probably normal as a child but then her dad left the family for 
a gay relationship when she was 8 and “that was the start of things going downhill”.
What is her provisional primary diagnosis?
IX. What other diagnoses should you consider (list 3)?
X. A 33-year old woman presents in general practice complaining of anxiety and 
extreme mood swings. She says that her boyfriend insisted she get counselling because 
he can’t put up with it anymore. When she arrives in your office she points out that she 
had taken this appointment time because it was the only one available and went on to 
request that you see her on Fridays. When you reply that you don’t work on Fridays 
she starts to rearrange your schedule so that you can see her on that day.
You ask her what she is having problems with. She tells you that there are 2 main 
situations that trigger her anxiety. The first is when her boyfriend of 6 months speaks 
to other woman (typically old friends he runs into at the pub), when he does not get 
home on time, or when she sees him looking at other women (even on TV). Her 
reaction is to cry, abuse him verbally, and at times she has threatened that she will kill 
herself if he leaves her.
The other anxiety-provoking situations have occurred with her father (whom she 
clearly idolizes) when he has denied her something she has wanted and when he has 
arrived home late. She reports that she works herself into a frenzy thinking that 
something bad has happened to him. She reacts by again raging at her father (she broke 
the kitchen door on one occasion) or scratching herself with her fingernails until she 
bleeds.
You notice during the session that her moods seem to suddenly change, one moment 
she is crying and distressed and the next she is “hyper” and animated. She reports that 
her moods have always been this way. When she is low (withdrawn, teary, loss of 
appetite, feelings o f worthlessness) she can stay that way all week and then just “snap” 
out o f it. Last year she started on SSRI’s that have helped somewhat with her 
irritability but not her mood swings. In terms of her family history her mother has 
Bipolar and alcoholism and her father chronic depression.
What is her provisional primary diagnosis?
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APPENDIX P: Brief Perceptions Questionnaire
1 2 3 4 5 6 7
Strongly Strongly
Disagree Agree
Role Security (subscale) -  individual’s perceptions of the adequacy of their skills 
and knowledge in relation to using CBT with mental health patients.
The wav GPs feel about the adequacy of their knowledge and skills in working with 
CBT.
1 .1 feel I know how to deliver CBT treatment to mental health patients over the short­
term
2 .1 feel I know enough about how mental disorders are developed and maintained, 
from a CBT perspective, to carry out my role when working with mental health 
patients.
3 .1 feel I know enough about CBT to carry out my role when working with mental 
health patients.
4 .1 feel I know enough about the diagnosis o f psychological disorders and the process 
of referral, to carry out my role when working with mental health patients.
5 .1 feel I can appropriately educate my clients about their mental disorder from a CB 
perspective.
6 .1 feel I have a working knowledge of CBT for a range of psychological disorders.
Therapeutic Commitment -  the degree to which they seek to engage mental 
health patients in CBT treatment, and the extent to which they find such work 
rewarding at both a professional and personal level.
Their self-esteem in this specific task.
7. At times, I feel I am no good at all at delivering CBT to mental health patients.
8. On the whole I am satisfied with the way I deliver CBT to mental health patients.
9 .1 wish I could have more respect for the way I deliver CBT to mental health patients.
10.1 feel I do not have much to be proud in the way I deliver CBT to mental health 
patients.
11. All in all I am inclined to feel I am a failure when delivering CBT to mental health 
patients.
12.1 feel I am able to deliver CBT to mental health patients as well as other CBT 
practitioners
APPENDIX Q: Facilitator’s and GP’s Manual

